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volume of the O.R. Yearbook. Like the previous Yearbooks, this volume brings 
together in a permanent reference form, the important material published in 
the O.R. Section of the magazine during the year. In addition, for the fourth 
consecutive year, the Yearbook includes material from other sections of the 


magazine of special interest to the operating-room staff. 


Editorial matter presented in the O.R. Section 
is selected and prepared by the HOSPITAL 
TOPICS staff. The guidance of Carl W. Walter, 
M.D., of the surgical staff of Peter Bent Brigham 
Hospital, Boston, and of Dorothy W. Errera, 
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Human Relations in Action 


In the Operating Room” 


@ In some ways the operating room is the most 
concentrated focus possible for the interaction of 
human beings in the hospital. The operating room 
concentrates in one place, if it’s fully staffed, a 
surgeon, a resident, a scrub nurse, an intern, an 
anesthetist, a circulating nurse, and some other 
people. 

I caught myself once looking at this list after 
I jotted it down, and I said, “Where’s the patient?” 


You and I and everyone else live in three worlds. 
The first is the world we see — the way we think 
it is. Very often we report our experiences in 
terms of what we see and feel. I've found this 
very true in talking to nurses, physicians, and other 


*The papers by Dr. McGuire and Miss Beaudry have been adapted 
from a panel discussion presented at the sixth national co 
Association of Operating Room Nurses, in Houston, Tex., February 
9-12, 1959. **Professor of education ‘and psychology and director, 
Laboratory of Human Behavior, University of Texas, Austin. 
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By Carson McGuire, Ph.D.* 


personnel about the operating room. Each one 
reports what she or he perceives and feels, and 
this information is not necessarily true. 


The next world in which we live is the world 
that ought to be — what's written in the text- 
books, and what is written very often in articles, 
at least in the conclusions. After the authors have 
gone through all the testing of hypotheses and 
putting down of data, then they start to in- 
terpret in terms of what ought to be. Very often 
what we teach is what ought to be. All too often, 
too much of what is said at a convention is what 
ought to be. And it doesn’t necessarily fit what 
we have seen nor fit the third world — the world 
that really is. 

To get at the world that really is, one has to 
back off a bit, and listen, and watch, and sort 
out and compare. 





There is perhaps no such thing as a particular 
pattern in an operating room. Every one of the 
nurses in other specialties does have a peculiar 
situation, or a situation wherein she has to have 
many kinds of skills. 


The difference I want to point out is that in 
the operating room the patient is a body, and 
not a person. This sets the tone, often, of what 
happens in many operating rooms. 


From my observations, the climate or tone of 
the operating room is “set” by the degree to 
which people therein — or the ones who are 
powerful therein — look upon the patient as 
a body or as a person — as a carcass to carve, 
or as a person to heal. 


In any group or in any situation, there are 
three levels at which human relations are in- 
volved: 


(1) The task level — the job to be done. In the 
operating room, personnel are dealing with asep- 
tic precautions and technics. Some of my re- 
search persons tell me that the typical operating 
room is one in which each person knows his or 
her job, and the job is to be done, and very 
little is said. 


If that is so, then these persons are not a group; 
they are not a team; they may never have been 


a team. Each is a part of an engine function- 
ing, none taking responsibility for any other. 

(2) The level of interpersonal behavior at which 
you can have either harmony or conflict or any- 
thing between the two. 

Very often medical men especially have ex- 
perienced this conflict that can come between 
persons, or between roles people play when they 
try to keep apart from one another. Each has 
his assigned job, and they all go back to the task, 
with the body, because they're afraid to admit 
that they are human beings. The surgeon is 
often afraid to admit that he’s a human being 
or to permit anybody else to be a human being. 


(3) The level of the code of behavior or morale 
that emerges. I use both terms because some- 
times in a task-oriented situation there are set 
rules for interacting with one another, and there's 
a code by which—up to which—one is sup- 
posed to live, and by which one is judged. 


By and large, I estimate that in many operating 
rooms situations exist in which the task is to 
deal with the body which has had some injury 
or disease of one kind or another — in which 
there are rules that govern the interpersonal re- 
lationships, and a code by which “thou shalt be 
judged and punished.” 


Some persons who have talked to nurses tell 
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me that this is the typical picture that the begin- 
ning nurse has, the nurse who has had very 
little operating-room experience — and it is often, 
according to an article in NURSING RESEARCH 
in 1956, the picture that many supervisors have. 


But such a situation apparently does not exist 
in all operating rooms. There is another situa- 
tion, in which the patient is a person to be 
healed — in which there is a new set of inter- 
personal relationships on a give-and-take basis, 
which exist even outside the operating room among 
the people who work there; in which the sur- 
geon and the other physicians don’t go one way 
and the rest of the hospital staff and the nurses 
go their own ways; in which there is some sort 
of high morale, a real “team feeling,” and different 
people can fit into that team, if they are required. 


Where this occurs, there is an entirely different 
kind of setting, and the O.R. supervisor is prob- 
ably a different kind of person. 


You, the operating-room nurses, are the judges. 
By the way, how do we judge things? What are 
the major criteria by which we judge and evaluate 
ourselves? I suspect all of us, no matter what we 
say, judge by about four basic things: 


(1) Survival. Of course, from the point of view 
of the patient and his family, the criterion of 
success is survival. We have all heard the cliche, 
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“The operation was successful, but the patient 
died.” 

(2) Self-extension — identification, seeing our- 
selves in other people. I venture that one thing 
that makes the O.R. tick is that at least some of 
the nurses have learned to look upon the sur- 
geon as a sort of “father-figure.” 


The general finding seems to be that the older 
nurses say this is true. The younger nurses say, 
“Baloney! It is not!” They're still fighting the 
battle with their own fathers! No, that’s too 
broad a generalization. But to some extent it 
seems a possibility that the effective O.R. situa- 
tion is one in which the scrub nurse, the supervisor, 
and some of the other people there see the surgeon 
as a father-figure. 


The identification with the “father” has both 
positive and negative elements. It’s delightful 
to see the psychological thing that happens when- 
ever this identification process is operating. There 
is a desire to look up to the father-figure as some- 
one who can do no wrong. At the same time, 
there is some underlying hostility which can be 


‘mixed with this acceptance — because other fathers 


in the past have done things that hurt, and this 
father does some things that hurt. 


When the hostility or the negative feelings 
come to the surface, we very often deny the con- 
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cept of the father-figure. “There is no father- 
figure; he’s just a so-and-so. And he’s not living 
up to what I expect!” 

At any rate, I believe that this concept is one 
worth considering. 

The anesthesiologist has to get satisfaction or 
identification. Some get their identity by saying, 
“I was preferred by such-and-such surgeon.” Others 
get their identity by saying, “Such-and-such 
patient asked for me,” and by telling about the 
different kinds of new procedures that are being 
worked out and how successful they are. 

So the nurse is not alone in this situation. 
Each person is looking for survival — even the 
patient. Each one is looking for some sort of 
extension of self with others. We get that 
through a third value. 

(3) Order, or meaning. Very often a team has 
been built up, in a hospital or other situation, 
as a result of its members going through the 
business of starting to work together at a task. 
They have established their identities; they know 
when they're not going to get their conflicts out 
into the open, and they have a good deal of 
satisfaction with one another. They have ac- 
quired not only a code but a feeling of being 
able to fit with one another and be team members, 
whether they're task-oriented or have gone beyond 
this level to become a professional team. 


Put a new person into this situation — a per- 
son who has not experienced what I call the 
“build-up” — and that person is in trouble. 


We have found this to be true of new men in- 
troduced into air crews; of individual replace- 
ments sent into combat teams in Korea, when 
these individuals going in had not had the build- 
up with some other people, so that they under- 
stood the situation and all that was going on. 


The most lost soul I know is one who goes 
into a situation in which the build-up has al- 
ready taken place, and he is just expected to do 
his job. The situation to him looks like this: 
“This is what is expected of me; this is what 
I've got to do; it has no meaning!” The third 
value is not there. The second value — the affili- 
ations — are hard to establish. And then mis- 
takes are made — because the person has not 
learned, too, the fourth thing: 


(4) Predictability. Our. world should be pre- 
dictable, or secure. An individual wants to feel 
that he knows what’s going to happen as a con- 
sequence of his experience — or at least he wants 
some sort of security in a situation. 


Any new person in a situation wants these 
four things: (1) survival; (2) extension, or identi- 
fication with somebody or some people; (3) order, 
or meaning, and (4) predictability. 


c~) 





Is the O. R. Nurse Different’? 


A teacher challenges some stereotypes 


By Betty Ann Beaudry, R.N.* 


e A few stereotypes have perhaps through the 
years suggested the uniqueness of the operating- 
room nurse. I would like to explore these and 
offer some rebuttals: 


(1) “The operating-room nurse doesn’t want 
to do bedside nursing.” 


Neither do teachers; neither do head nurses; 
neither do supervisors. And one could run the 
gamut. 


(2) “Operating-room nurses are usually physi- 
cally and psychologically removed from the wards.” 


But so are the clinic nurses, and the neuro- 
psychiatric nurses, who by the way are very fre- 
quently outside the city limits. 


(3) “Operating-room nurses work under tre- 
mendous tensions.” 


*Assistant professor of nursing service administration, University of 
Texas School of Nursing, Galveston. 


So does the nurse in many emergency rooms; 
the nurse in recovery rooms; the nurse in the 
deep insulin treatment room. So do the head 
nurses; so does the director of nurses. 


(4) “Operating-room nurses must have special 
skills.” 


I suspect that the nurse who nurses the anxious 
massive coronary patient, and the nurse whose 
interaction with a schizophrenic may be the de- 
ciding factor for the schizophrenic to test the real 
world again, must have some special skills, too. 


(5) “There’s something definitive in a sense of 
completion about operating-room work.” 
There must be something akin to this same 


feeling in the delivery room of any obstetrical 
service. 


(6) “In the operating room you feel a very im- 
portant member of the team.” 





This is commendable, but it is not unique. 


In the broad areas of activities within nursing — | 


patient-centered activity, personnel relations, han- 
dling of equipment and supplies, housekeeping and 
maintenance of environment, conformance with 
hospital policy and procedure, education of student 
nurses, personal growth and development, and 
inter- and intradepartmental activity, I find noth- 
ing unique in the operating room. 


In the organizational hierarchy of the operating 
room we find the same dichotomy of responsi- 
bilities constantly inherent in ward situations — 
the nursing service’s responsibility for effective 
performance, and the doctor’s responsibility for the 


care of his patient. 


The administrator of the operating room — fre- 
quently called a supervisor — must follow the same 
principles as the other members of the adminis- 
trative team with whom she works in a nursing 
service. 


It appears to me that most of the different roles 
expected of the operating-room nurse are the ex- 
pected roles for the professional nurse. She is a 
leader, a communicator, a researcher, a teacher, 
an evaluator, and a consultant. 


Human relations in action in the operating room 
seem to me not to differ greatly from human rela- 


tions in action in most of our life experiences. 
Once we are sure that others need us — once we 
are convinced that we have something to give — 
our defenses seem to evaporate into thin air, and 
we can then become part of a group which gives 
understanding and support and help to us. 


Q. What do you do to hasten the identification 
of a newcomer in the operating room? 


MISS BEAUDRY: I don’t think you can do any- 
thing without beginning with the correct orienta- 
tion. 


A. (From audience) I think that some of the 
obligation also rests with the person who is com- 
ing into the hospital. I believe she is inclined to 
think, “You have to show me! You're going to 
have to instruct me.” 


As has been said, there is a uniqueness to each 
operating room; everybody does the same things 
differently; so when a person comes into a hospital 
she often says, “Well, we don’t do it this way,” 
or, “I didn’t do it that way; so you can’t expect 
me to do this right away.” I think the new person 
has some hostile feeling to the new situation. 


DR. McGUIRE: I think an orientation program 





can mean nothing whatever, or it can mean a great 
deal — depending on: 

(1) The degree to which the newcomer can learn 
to trust at least one or more persons who are 


doing the job—one or more persons in his new 
situation. 


(2) The extent to which the person there makes 
sense; is meaningful; talks in terms that can be 
understood. This means getting to the newcomer’s 
frame of reference and understanding what he was 
doing, showing the similarities in the new situa- 
tion, and then going on. 


(3) The degree to which the persons respon- 
sible for the orientation listen to the newcomer’s 
side of the story. This takes us back to the estab- 


lishment of trust, which is built in part upon 
making sense and listening, and modifying things. 


(4) The degree to which fairness is employed 
in judging the newcomer in the light of things 
as they go along. If this is to be done, it is neces- 
sary to have somebody with the newcomer all the 
time at the beginning, to supplement the orienta- 
tion program. 

Q. If the surgeon is the father-figure, is the su- 
pervisor a mother-figure? 


DR. McGUIRE: How many think the supervisor 
is a mother figure? [Show of hands revealed that 
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audience was about evenly divided on the subject.]} 


I believe it would help in discussing this ques- 
tion to describe the various types of human rela- 
tionships. We have three basic kinds of relation- 
ships with people: 

(1) The “close-tie” relationship with parental 
figures — father,. mother, sometimes an _ older 
brother or: other persons in the family. These per- 
sons have been cultural agents responsible for our 
upbringing. We are extensions of them. Bringing 
us into the world has extended them and made 
sure that they go on. 


This close tie means that there is a great deal 
of emotion involved. There can also be authority. 
These are the people to whom a great deal of 
authority, written and unwritten, is given. 


Now you can have the element of hostility with 
guilt feelings; you can also have the element of 
admiration, with the feeling of approval for a 
job well done and the feeling that “I’m accepted.” 


To some people, the close-tie figures are the 
most important. These people are not necessarily 
dependent on these figures, but this is the kind 
of relationship in which they feel comfortable. 


(2) The “peer” or age-mate relationships. The 
child is brought up not only in the family, but 
also with his peers. He soon gets out of the fam- 





ily, in play, even before school, with “the kids.” 


In fact, learning to walk and run and talk is 
not done with his parents. Even before he goes 
to school, the child sees his mother not more than 
three hours a day, in most families. He learns 
with other children. 


Many people get their greatest satisfaction from 
being with their age-mates. These relationships 
are important. 


(3) The more remote relationships with people 
as adults. We go to school. Sometimes we see 
the primary teacher as mother, and sometimes we 
don’t; we see her as a more remote person. 


Through the years we meet many persons who are 
representatives of an institution — the hospital, the 
school, the law. 


We have all three kinds of people to emphasize; 
we have all three in us. 


Now some of you see the O.R. supervisor as a 
mother-figure in two ways: 


(1) Some see her as a very positive, warm, ac- 
cepted mother-figure who once in a while disap- 
proves and doesn’t love you, and you then feel, 
“Oh, I can’t do anything about it,” and you get 
tense, get a headache perhaps. 


(2) Some see the supervisor as a mother-figure 
who is “just like my mother,” and you feel, “I've 
got to like her, I’ve got to respect her, I’ve got to 
love her, but . . . (sigh)” . . . and that’s all. You 
feel, “I can’t dare cut her throat, because that’s 
horrible!” You'd be guilty! Then psychosomatic 
illness is likely to develop. 


VOICE FROM AUDIENCE: As an operating- 
room supervisor, I have answered more personal 
questions and solved more personal problems for 
my staff than I have surgical problems. I think 
the operating-room supervisor does play the part 
of a mother. 


Q. If the O.R. is not a specialty, why can any 
O.R. nurse work on the floor? But is any Seer 
nurse capable of working in surgery? 


MISS BEAUDRY: 
ways: 


I'd like to answer that in two 


(1) I'm not sure how quickly the surgical nurse 
could go into the premature nursery, or the deep 
insulin treatment room, or the delivery room, or 
the artificial kidney set-up, if it happens to be 
away from the operating room, and be comfortable 
immediately. However, I don’t think that’s the 


point. 


(2) With the idea that operating-room nursing 
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is a specialty I have no quarrel. I couldn’t go into 
the operating room myself today and do anything 
except faint. But I believe that human interaction 
in the operating room, because it involves people, 
is very much the same as the interaction which 
occurs in the other components of nursing. 


VOICE: I’m an operating-room supervisor, and | 
am called upon many times to send help to other 
departments. I resent sending help, and I know 
my girls resent going, because I feel that when I 
need help, girls from these departments cannot 
come to my department to do the work; yet the 
girls from my department are expected to go to 
any other part of the hospital. It isn’t that my 
girls can’t do the. job, but I don’t believe they 
want to, and I don’t want them to go. 


VOICE FROM AUDIENCE: In a way, I think 
the question is rather unfair, because in her basic 
preparation the nurse spends approximately three 
years learning how to work in other nursing units 
than the operating room. She has a minimal basic 
preparation in the O.R. When the O.R. nurse 
comes out on the floor, therefore, she has a lot 
more training to fall back on than has the general- 
duty nurse who is asked to help out in the oper- 
ating room. The latter has had perhaps three or 
four months in the operating room, all told. 


Some persons with general background prepa- 
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ration in nursing have very successfully become 
O.R. nurses without special preparation except 
on the job —if they have had good orientation. 
DR. McGUIRE: We are finding that people be- 
gin to gravitate toward the profession and then 
toward specialties. We get marked differences in 
the make-up of these people. What kind of people 
are you getting in a specialty situation? To what 
extent can they work with and agree with those 
who, say, are flexible to move from one situation 
to another? 


Namely, when you get the special situation — 
the person who can’t move out of the O.R.—to 
what extent is she: (1) trying to block out any 
further relationships to other people, and (2) 
seeking a completely structured, predictable situ- 
ation in which to function, and no responsibilities 
outside of that? 


Q. What does the graduate nurse do in the oper- 
ating room that other workers cannot do? 


A. (From audience) I feel that the graduate nurse 
in the operating room is responsible for the pro- 
fessional level of work that is done there. The 
technicians and the practical nurses do a good 
job, but they need to be guided. The professional 
nurse is needed to maintain the professional atti- 
tudes and professional standards of work in the 
operating room. 





Crises and Spiritual Opportunities 


In O. R. Nursing 


By the Rev. Armen D. Jorjorian* 


e There are several kinds of crises, which, al- 
though not peculiar to the operating-room nurse, 
do confront her frequently and in very special 
ways. These crises, like any crisis experience, 
provide the operating-room nurse with opportu- 
nities either to become spiritually sick or spiritu- 
ally more healthy. They fall into four categories: 


1. Loneliness. The first and perhaps most ob- 
vious of the crisis experiences for the operating- 
room nurse is the crisis of loneliness. The reality 
of her loneliness is apparent. The very asepsis of 
her separated working area contributes to it. 


“Religious director and chaplain St. Luke's Episcopal Hospital, 


Houston. This paper is adapted from a lecture at the sixth national 
congress, " cries of Operating Room Nurses, Houston, Tex., Feb- 
ruary 9-12. 


Recently I called on a mother who was staying 
with her infant stricken with meningitis. She 
was gowned and I was gowned, and the baby was 
asleep. A death-like stillness permeated the room. 
[ had not met her before. When I entered the 
room she said, “I can’t tell you how glad I am 
that you have come to see me. . . . I've never been 
so lonely before in all my life!” 


I am sure that operating-room nurses can iden- 
tify with that kind of loneliness. Being stuck off 
in a protected corner of the hospital, blocked by 
imposing signs that forbid entrance from the 
casual but longed-for visitor, encouraged not to 
leave the surgery suite at all during the eight 
hours on duty, and, perhaps most limiting of all 
(except for the monastics), required to hide the 
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charm of her womanly hair under the anonymity 
of a surgery cap—all are part of the operating- 
room nurse’s physical separation from the rest of 
the hospital. 


But she experiences other kinds of separation 
besides the physical. Unless she happens to be a 
supervisor, she is separated from the rest of the 
nursing staff. Often she performs her assigned 
duties alone, apart from the other operating-room 
nurses. 


And if she initially desired to enter nursing 
because she hoped to be able to care for persons 
in distress, what is her present opportunity? Her 
patient contact is limited largely to persons who 
are anesthetized. Through the merciful miracle 
of anesthesia the patient whom she would care 
for as a person is transformed into almost a sub- 
human thing. How separated can she be? 


The crisis of loneliness can be an occasion for 
spiritual sickness or for increasing spiritual health. 
If the operating-room nurse, on the one hand, 
pretends that she can go it alone, or, on the other 
hand, grows to feel more and more comfortable 
in the fantasy that she can be tolerated by those 
persons important to her only if she stays in this 
corner — then, in either event, the crisis of loneli- 
ness becomes for her an occasion of spiritual 
sickness. 
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If, however, out of this condition of loneliness 
she can become more and more mindful of her 
realistic need for companionship and love, then 
this crisis becomes an opportunity for spiritual 
health. 


2. Fear. Experiences of loneliness quite under- 
standably arouse in us a sense of being afraid. 
We can remember this as a vivid experience in 
childhood. But we don’t grow up and away from 
primary feelings such as this one, and so we can 
expect recurrences of this pattern in adulthood. 
In addition, there are special conditions creating 
the crisisof fear for the operating-room nurse. 

One of the factors contributing to its creation 
is that often and for prolonged periods of time 
the operating-room nurse is working close to the 
unknown. No matter how confident one may be- 
come as a result of the ever-increasing depend- 
ability of surgical procedures, still the sensitive 
participant in surgery and postoperative care is 
mindful of the ever-present possibility of the un- 
expected happening. 


My own sensitivity to this has created in me an 
attitude of always taking surgery seriously, and, 
correspondingly, of attempting to respond to the 
serious concerns exhibited by the patient and his 
family. 


There is perhaps an even more significant, 
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albeit much more subtle, basis for the operating- 
room nurse’s experience of fear. This grows out 
of the basic posture of her professional work. 
Although she is intimately involved in what is 
going on in surgery, she is not in control. And 
this combination of being involved though not 
in control can be a truly frightening thing. 


Perhaps you can identify this feeling more 
sharply if you recall, for a moment, the thoughts 
that race through your mind during the most 
critical part of any surgical procedure. Do you 
ever find yourself wishing the surgeon would do 
something differently from the way in which he 
is doing it? Wishing he would work faster? Or 
more slowly? Wishing he would be more atten- 
tive, or less completely absorbed? Wishing he 
would look your way for a clue? 


Do you ever find yourself wishing someone else 
were performing this particular surgery, maybe 
even that you were doing the procedure yourself? 
I see all of these as symptoms of the tension that is 
likely to arise out of your basic posture as an 
operating-room nurse, that is, being intimately 
involved but not in control. 


The crisis of fear, like that of loneliness, can 
be an occasion for spiritual sickness or for increas- 
ing spiritual health. If the operating-room nurse 
is unable to identify her fears and take them seri- 





At the opening session of the AORN convention (I. to r.): the 
author, the Rev. Armen D. Jorjorian; the Hon. Lewis Cutrer, mayor 
of Houston, who gave welcoming address; and Dr. Dawson Bryan, 
director, institute of religion, Texas Medical Center, Houston, who 





delivered the invocation. 


ously, on the one hand, or if she becomes over- 
whelmed by them on the other hand—in either event, 
the crisis of fear becomes for her a pathway to spir- 
itual sickness. If, however, she is able to recog- 
nize her fear responses, admit to them, and then 
draw upon her own capacity for faith and trust 
in combatting them, she opens the door for the 
crisis to become an opportunity for spiritual 
health. 


3. Boredom. The third crisis experience may, 
at first thought, seem to be anything but trau- 
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matic or critical. I maintain that there is such a 
thing as the crisis of boredom, and that it often 
leads to the spiritual sickness of becoming hardened 
or calloused. 


One way of seeing the onset of boredom as a 
critical experience is to understand it as a natural 
outgrowth of an unrecognized response of fear. 
It is not unusual for us to attempt unwittingly to 
translate our fear into an “emotional yawn,” to 
become detached and aloof, to attain an almost 
mechanical attitude in the performance of our 
duties. Such an attitude quickly leads to a sense 
of boredom. 


The crisis of boredom may be an outgrowth 
of the efficiency with which the nurse is expected 
to learn her routine. This is an especially insidi- 
ous source of boredom because it is so easy to 
fail to distinguish clearly between efficient routine 
and routinized efficiency. Efficient routine is an 
absolute must in the operating room, and all of us 
who have occasion to watch the team perform its 
varied duties marvel at the smooth teamwork 
that so frequently is developed between surgeon 
and instrument nurse. It is a beautiful sight to 
see her always have in her hand the precise in- 
strument required by the surgeon without his 
even having to ask for it! 


But, necessary as this efficient routine is, the 
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danger is always present that it might degenerate 
into routinized efficiency, which, in effect, ceases 
to become efficient at all, and eventually leads to 
the crisis of boredom. 


There is an obvious practical danger in all this, 
as public-safety experts are quick to point out. 
The bored person is extremely susceptible to error 
and accident. The spiritual danger is equally 
real: the bored person, especially when he is work- 
ing in a human context, is subject, as was pointed 
out above, to the spiritual sickness of becoming 
hardened or calloused. And if the nurse develops 
this sickness, the possibility of her fulfilling the 
obligation inherent in the last phrase of the 
Nightingale Pledge —“‘devote myself to the wel- 
fare of those committed to my care” — is destroyed. 


Like the crisis of loneliness and the crisis of 
fear, the crisis of boredom has its own specific 
spiritual opportunity, which is to revive our be- 
lief in the essential creativity that is part and 
parcel of being human. This is the opportunity to 
join our own efforts with those of others, as to- 
gether, “with one accord and in one place” we 
work for the healing of broken humanity. 


4. Guilt feelings. Recognizing one’s involve- 
ment in any of the crises mentioned above could 
produce guilt feelings. But there is a particular 
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occasion producing feelings of guilt of which I 
especially want to speak. This is the occasion of 
“‘Jast-resort” surgery, which appears to be becoming 
increasingly more common today, especially in 
those hospitals and medical centers which have 
staff members who possess a pioneering spirit. I 
say “appears” to be becoming more common be- 
cause I have been unable to find any statistics 
on this question, and also because I suspect that 
there has always been that “growing edge,” in 
modern surgery at least, that has dared to take 
surgical risks for a variety of reasons, some justi- 
fiable and some not. 


To make this kind of situation a little more 
graphic, let me quote from part of the verbatim 
record of a conversation at Texas Children’s Hos- 
pital between one of our chaplain-residents in 
training and the mother of an 18-month-old child 
who was admitted for a diagnostic work-up for a 
congenital heart condition, and for possible heart 
surgery. This conversation took place after the 
baby had a heart catheterization, and the mother 
had been given a report that it was doubtful that 
surgery could be successfully performed. Upon 
entering the room, the chaplain-resident noticed 
that the mother had been crying, and looked very 
tired, quite depressed and distraught: 


Chaplain: How are things going today, Mrs. V.? 


Mrs. V.: (shaking her head). Not so good. Just 
not so good. (Long silence after which she began 
to cry softly. As she cried she dabbed her eyes 
with a handkerchief.) I promised myself I 
wouldn’t cry any more. (She continued to wipe 
her eyes and try to compose herself.) 


Chaplain: It’s all right to cry if you feel like 
it. Sometimes it helps to get the feelings out, 
rather than to keep them all bottled up. 


Mrs. V.: It doesn’t help and never will. (Si- 
lence) I had such high hopes that this hospital 
would be able to cure my baby, but . . . (pause) 
now nothing will be changed. (Silence for a 
while, during which time the chaplain-resident 
sat down in a chair in front of her.) I just can’t 
accept it. I can’t accept it at alll! 


Chaplain: It is one thing to say that you want 
to accept what has happened, and that you won't 
cry any more, and it is something else to feel 
that way. 


Mrs. V.: My feelings are sometimes different 
all right. They are what they are, and they just 
can’t change. (As she was saying this, she looked 
longingly at the crib.) I just can’t help what I 
feel —I keep telling myself that it is just the way 
things happen, but I still feel like crying and 
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holding the baby close to me. (All of a sudden, 
Mrs. V. burst into violent tears and threw herself 
onto the cot next to the crib and struck the pillow 
with her fist as hard as she could, crying out in 
an agonizing cry.) 

As you might suspect, this 1s not an everyday 
episode, but neither is it an unusual one. I have 
reported it here to give a flavor of the kind of 
pressures that are behind the decision to do sur- 
gery in desperate situations. 

Even though the operating-room nurse herself 
probably has not had this kind of contact with 
the patient or his family, yet, through the diag- 
nostician or the surgeon, this desperation gets 
communicated to her. Entering into surgery with 
a feeling that there is less than a 50-50 chance for 
the patient is much different from entering into 
surgery with every expectation that thereby the 
patient’s condition will be substantially improved. 

If last-resort or desperate surgery is successful, 
there is a tremendous sigh of relief and almost 
inappropriately intense ecstasy. When it is not 
successful and the patient dies, everyone, includ- 
ing the operating-room nurse, feels guilty. And 


20 


deeply involved in these guilt feelings are ques- 
tions about the extent to which mere man dares 
intrude himself into the natural processes. 


The crisis of guilt feelings, too, can be an 
occasion either for spiritual sickness or spiritual 
health. This becomes an opportunity for spiritual 
growth and increasing health when the operating- 
room nurse is able to view critically her partici- 
pation in the surgical procedure, to recognize that 
she functions as a helping person, and is not in 


the position of making a “command decision” 


—and, beyond this, to know and feel that neither 
she nor any other human being can prevent 
tragedy from occurring in life on earth. 


To be able to accept this is to be able to ac- 
cept our human-ness. And to be able to accept 
our own human-ness is the crown of life — for that 
is what we are, human, with strengths and with 
limitations, with powers and with limits, able to 
do some things and unable to do others. The 
task of entering into our own humanity is the 
task of making this distinction, and then drawing 
upon resources outside and beyond ourselves, in 
faith, to fill the gap. 
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Roadblocks to the Supply 






of Graduate Nurses 


In the Operating Room. 


Operating room nurses throughout the country, 
in hospitals large and small, are concerned about 
the increasing shortage in their profession. Have 
revisions in the student nurse’s curriculum, which 
in some areas have resulted in the deletion of 
operating-room experience, made it more difficult 
to ihterest graduate nurses in entering operating- 
room nursing? With little or no “exposure” to 
O.R. work as a student, is the nurse shying away 
from it after graduation? 


These questions and others about the future 
supply of operating room nurses were discussed 
at the three sessions reported on the following 
pages. The principal discussion was presented at 
the 6th AORN Congress in Houston in February. 

Although these panels were given at three dif- 


ferent meetings, the major points made were quite 
similar. They lead to these conclusions: 


e Operating-room nursing is caught up in the 
general nursing shortage. Other nursing specialties 
are suffering, too. Competition among all profes- 
sions for the most promising high-school gradu- 
ates will become even keener. Operating room 
nurses must conduct active recruitment effort to 
interest high-school students in their profession, 
and to attract student nurses who seem especially 
well-qualified to enter this specialty. 


e A new concept of operating-room nursing is 
evolving. These students’ O.R. experience should 
be re-evaluated in view of this changing concept. 

e QOperating-room experience should not be de- 
leted from the student’s curriculum. The big 
problem is: How can this experience be made more 
meaningful? Better teaching methods are necessary. 
Needless repetition should be avoided. 


e More cooperative planning is needed among 


21 





the various persons who contribute to the student 
nurse’s education — particularly the surgeon, the 
operating room supervisor, the director of nursing 
education, and the clinical instructor. Nursing 
educators should ask nursing-service personnel for 
suggestions on material to be included in the stu- 
dent’s experience. 

© Possible influences in the decision of the stu- 
dent to return to the O.R. or the graduate to 
remain in it: Lack of proper work scheduling; 
lack of salary commensurate with skill; attitude 
of the clinical instructor; nature of the supervisor- 


Panel Discussion at 


Moderator: Mary V. Schwendeman, R.N., nursing 
consultant and editor, “ORS,” Surgical Products 
Division, American Cyanamid Co., Danbury, Conn. 
Panel: 

R. Lee Clark, Jr., M.D., director and surgeon-in- 
chief, University of Texas M. D. Anderson Hos- 
pital and Tumor Institute, Houston 


Charles R. Allen, M.D., professor and chairman, 
department of anesthesiology, University of Texas 
Medical Branch Hospitals, Galveston 


Faye Pannell, R.N., dean, school of nursing, Texas 
Women’s University, Denton, Tex. 
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staff nurse relationship; and the time in the cur- 
riculum at which the student has her operating- 
room experience. 

None of the speakers on these panels offered a 
solution that would eliminate all “roadblocks.” 
Nor does it seem likely one will ever be found. 
But the editors of HOSPITAL TOPICS hope that 
their comments will stimulate operating room 
nurses to do some thinking of their own. The 
more people there are thinking about these prob- 
lems, the greater the possibility that constructive 
action will result. 


6th AORN Congress 


Virginia M. Brantl, R.N., associate professor and 
chairman, department of medical and_ surgical 
nursing, University of Texas Medical Branch, Gal- 
veston 

Sister Mary Giles, R.N., surgical supervisor and 
instructor, St. Mary's Hospital, Kansas City, Mo. 
Mary Roberts, R.N., operating room supervisor, 
VA Hospital, Dallas 

Alice R. Clarke, R.N., editorial consultant, Hills- 
dale, N. J. 

MISS SCHWENDEMAN;: The numerous advances 
in the field of surgery over the last 10 years have 





had far-reaching effects upon operating-room nurs- 
ing care that has been and will be given to patients. 

The road ahead for the operating-room nurse 
is very complex. We must keep in mind what 
we will do tomorrow; where we think operating- 
room nursing will be 20 years from now, and 
what it is likely to be. 

We need to find some way to develop the nurse 
with the ideal educational background—the nurse 
who will become a leader, a supervisor, an ad- 
ministrator and a teacher—because the operating- 
room nurse’s role has evolved into this. 

For many years, the value of operating-room 
experience in the basic curriculum has been ques- 
tioned by many. Miss Brantl, would you care to 
defend the nurse educator? 


MISS BRANTL: Actually, I think it would be a 
grave mistake for any nurse educator today to say 
that we should delete operating-room experience 
from the student nurse’s curriculum entirely. Much 
change has been going on in our curriculum, not 
only in operating-room experiences but through- 
out the curriculum. We have to look at some 
of the possibilities of rearranging experiences. 

MISS SCHWENDEMAN: As a nurse educator, 
maybe you can tell us where the existing trend 
to delete operating-room experience from the cur- 
ricula began. We wonder where our future oper- 








ating-room nurses are going to come from! 

MISS BRANTL: There is a great deal of concern 
about how much exposure is required of the stu- 
dent in any particular area. You just can’t teach 
everything within the time allotted. It seems that 
each specialty grows more complicated each day. 


I think we're beginning to realize in nursing 

education that we just keep adding on; we never 
take off. We've reached the point at which we 
have to look at our entire curriculum and see 
what are the most valuable experiences in each 
area for the student. But, I repeat, I don’t believe 
that O.R. experience should be deleted. 
MISS PANNELL: I agree that there is no question 
that there are objectives in the experience in 
operating-room nursing which cannot be achieved 
in other areas of the curriculum. 

We are looking critically at operating-room 
nursing and all other areas, and trying to make 
all of our planned experiences in the curriculum 
fit together and produce the kind of final product 
from our schools who will have been taught the 
basic principles of good nursing care in each area, 
so that regardless of where she’s practicing that 
nursing care, she will have the basic information 
upon which to draw. 


I don’t believe it makes any difference how early 
in the program operating-room experience is of- 
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fered. I think that we need to have an instructor 
responsible for this area who is able to define 
very clearly what objective she wants to accom- 
plish through the experience in operating-room 
nursing, and that the experience should be pointed 
toward “operating-room nursing” rather than the 
older concept of “operating-room technic.” 

MISS SCHWENDEMAN: Dr. Clark, what does 
good operating-room nursing mean to the surgeon? 


DR. CLARK: Surgeons would be helpless without 
good operating-room nursing assistance. We de- 
pend upon it for the accomplishment of our goal 
in the operating room. 

MISS SCHWENDEMAN: Dr. Allen, would you 
give the anesthetist’s viewpoint? 


DR. ALLEN: Operating-room nursing is very 
dificult to define, because of many factors. I do 
believe that the graduate nurse in the operating 
room must be just a litthke more prepared in her 
functions than a nurse on the wards. For one 
thing, she runs into more stress and tension. 


MISS CLARKE: I think operating-room nursing 
has not yet been adequately defined. If we're 
going to save operating-room nursing for nurses, 
we had better start doing something about, as 
Miss (Janet) Geister says, ‘taking the blinkerisms” 
off the nurses who are practicing the profession, 
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or the specialty—and I believe it is a clinical 
specialty. 

When I had spinal surgery a few years back, 
I had no fear, no qualms—or if I had, they weren’t 
in my awareness—until I reached the operating- 
room floor. At that point I was really frightened 
for the first time in my life—because of the way 
I was handled. 


I had been an operating-room supervisor—but 
even though I knew the procedures, I shall never 
forget that experience, because of the inhumane 
way I was treated. I believe I got very poor op- 
erating-room nursing, because there was no nurs- 
ing in it whatsoever. 

JANET GEISTER, R.N., Chicago (speaking from 
the audience): I think what Miss Clarke has said 
is very important. 


MISS PANNELL: Operating-room nursing, in my 
opinion, is the nursing that occurs from the time 
the patient leaves the surgical unit until he returns. 
What occurs before induction of the patient by 
the anesthesiologist and as the patient begins to 
react are just as important as what takes place in 
the operating room—in fact, as I see it, the most im- 
portant from the role of the professional nurse in 
operating-room nursing. 


DR. ALLEN: I’m happy to hear you bring this 





into the discussion, because I think that we anes- 
thesiologists too often overdo our premedication 
to bring you the patient that is more or less knocked 
“out like a light.” That is not the proper proce- 
dure—but perhaps it has come into use because 
of a lack of this very thing that you're discussing. 

I am glad to hear you proposing this kind of 
operating-room nursing as though it were a goal 
to be worked toward. This sort of nursing may 
permit us to decrease the use of depressant drugs 
when they are not needed. 


MISS SCHWENDEMAN: Miss Roberts, do you 
think the role of the operating-room nurse is 
evolving into a specialist’s role? 

MISS ROBERTS: Yes. But I think basically before 
you can be a specialist in any kind of nursing, 
you must first have a good basic foundation in 
nursing. 

MISS SCHWENDEMAN: Do you mean a good, 
basic, theoretical background? 

MISS ROBERTS: Yes! I think we have too many 


times placed ourselves in the role of technician- 
nurses, rather than professional nurses. 


I would like to see our nurses in the operating 
room visit our patients the day before, arid help 
to prepare them psychologically for their proce- 
dures. I think there’s nothing more helpful to 


the patient as he arrives in the operating room 
than to see someone who has talked with him the 
day before and is there to greet him and to as- 
sure him that everything is going to be all right. 
MISS SCHWENDEMAN: In other words, you're 
suggesting that we all attempt to allay the fear 
and the apprehension of the surgical patient. I 
felt this apprehension once, when I went to the 
operating room and no one said a word to me 
from the time I left my room until I returned. I 
just took one look at the operating room and closed 
my eyes and prayed. 

It would have been helpful if the nurse could 
have reassured me that I would be all right, because 
I certainly did not believe I was going to be! 


MISS BRANTL: Rearranging the curriculum may 
result in meeting the need Miss Roberts men- 
tioned. I think in an initial orientation to the 
operating-room suite the student can develop skills 
along with this preoperative and postoperative 
support that you too spoke of, Miss Schwendeman. 


This is one approach. The student, if she is 
able to function effectively after a short orienta- 
tion to the operating-room suite, may go to a 
patient in a preoperative setting, prepare him for 
the operation, and accompany him right through 
the surgery into the recovery room and back to 
the surgical floor. 


25 





I think if we work toward this end we will be 
able to accomplish a lot which we in education 
have felt has been lacking in the student’s orien- 
tation to total patient care. There will be ad- 
ministrative problems, of course, but I think they 
can be straightened out. 


MISS SCHWENDEMAN: Miss Clarke, do you 
feel that reduction in the operating-room experi- 
ence is the real reason we are plagued by a serious 
shortage of operating-room nurses? Or do you think 
the shortage may have resulted because the super- 
visor’s responsibilities have become more admin- 
istrative than supervisory, and that as a result, she 
possibly has less time to teach and to institute in- 
service educational programs? Do you think that, 
from observing the supervisor and her staff at work, 
the student may get a rather poor opinion of oper- 
ating-room nursing as a future career? 


MISS CLARKE: I'll take the first part of your 
question first. Actually, when we talk about a 
reduction of experience, we may mean a reduc- 
tion from twelve to eight weeks; from six weeks to 
four weeks, and in some instances to days. 


I know of one program which has reduced op- 
erating-room experience to five days—a two-year 
associated arts program in a university. This was 
done six years ago. I interviewed the dean shortly 
before this meeting to learn the consequences of 
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this action. Peculiarly enough, I was told that 
one of her graduates was in the operating room 
of a local hospital. So we can’t really say that there 
is a direct correlation in every case. 


I don’t think the shortage of O.R. nurses can 
be attributed entirely to reduction of O.R. ex- 
perience. Personally, I feel that another important 
cause, as someone said in one of the AORN ses- 
sions, is antiquated teaching methods in operat- 
ing rooms. 


Many students complain about this, and even 
graduates. I have talked to deans who said that they 
still remember the traumatic experiences they had 
as students in the operating room. I remember 
mine, too. In fact, if I had not been ordered into 
the operating room by the Army, I would never 
have gone into it after I finished my training. 


I went through my operating room experience in 
a complete fog. I didn’t realize how much I didn’t 
know—until I went into an operating room as a 
graduate nurse. I don’t think I’m stupid; I think 
the methods of teaching were to blame. And I 
came from a good hospital. 


However, I think we’ve learned a lot about im- 
proved teaching and supervising methods since that 
time. I believe that operating-room supervisors 
are beginning to recognize that their primary func- 





tion is supervision. And with the advent of the 
clinical instructor in the operating room, some of 
the onus is taken off the supervisor, so that she 
isn’t involved in a dual role of teaching and 
supervision, although probably she will always 
do a certain amount of teaching. 

If the teaching methods and supervising methods 
are improved, I believe the operating-room ex- 
perience will be improved, and we won't be say- 
ing “either/or.” I think it was a mistake to reduce 
operating-room experience before we were able 
to improve the teaching methods. Taking this 
step is something like a surgeon amputating an 
arm because he doesn’t know how to apply less 
radical therapy. 


MISS SCHWENDEMAN: I think the attitude 
and environment created by the graduate staff in 
the operating room has a great deal to do with 
whether or not the student nurse wants to come 
back as a graduate. Many times we ourselves have 
been guilty of really poor recruiting measures. Our 
attitudes haven't created the type of environment 
which is conducive to good learning situations, 
and to which nurses want to return. 


SISTER GILES: Percentage-wise, are we in the 
operating room really shorter of nurses than other 
departments in the hospital are? I wonder. 


DR. ALLEN: When I checked with our director 


of nurses, she assured me that the O.R. was doing 
every bit as well as anywhere else in the hospital 
—so things are apparently tough all over! 


I feel, if anything, that students should have 
more time in the operating room and more time 
in the recovery room. 


MISS BRANTL: Of our baccalaureate graduates, 
only a very small percentage have gone into op- 
erating-room work upon graduation. Even those 
who did go into it did not stay beyond a six- 
months’ period. 


Perhaps we need to do some recruitment, and 
perhaps this is the responsibility of the nursing 
educator as well as nursing service. I would like 
to see the students become more interested in 
the operating room. I am certainly interested in 
the operating room and the recovery room my- 
self. In fact, I would like to increase the time 
in the recovery room, because I think this is where 
our nurses are being called upon to develop more 
than technical skills. The area of judgment is 
extremely important in the recovery room. 


MISS SCHWENDEMAN: You mentioned that 
very few of your students stayed for any length of 
time in the operating room following graduation. 
Perhaps we should reflect on some of our policies 
in the operating room. 
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For instance: Are the girls being paid for calls? 
Are they being paid enough? Are they being paid 
in proportion to their experience and educational 
background? Are the working hours too long? Do 
they have to work overtime too often? Are these 
perhaps some of the reasons that might be keeping 
potentially good operating-room nurses out of oper- 
ating-room work? Dr. Clark, would you comment 
on that? 


DR. CLARK: I'd like to say first that it seems 
to me that it is almost essential that a student 
nurse have some exposure to the operating room 
during her formative years, if she’s going to de- 
cide, like the surgeon, that she’s emotionally fitted 
for this type of work. 


Once she has found that she likes the environ- 
ment and is fitted for it, I think it would be 
difficult to keep her from being an operating-room 
nurse, if the working conditions are adequate 
and comparable to what she would have in the 
other parts of the hospital. 


At our hospital we’ve spent a good bit of time 
trying to find: What is the harmonious atmosphere 
in which she would like to work? We feel that 
probably basically it can be determined by a feel- 
ing that there is perhaps no place else in the 
hospital where the immediate need of care and 
the human needs are more evident, and where 
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there seems to be more dignity and responsibility 
in carrying them out. 


MISS CLARKE: I believe that one of the road- 
blocks to an adequate O.R. nursing staff is the 
office in which nurses are hired — whether it’s 
the personnel office or the office of the director of 
nursing service. I think in many instances a po- 
tential operating-room nurse is steered away into 
some other department in the hospital, because 
of personal prejudices or preferences. The operat- 
ing-room supervisor may never have the opportun- 
ity even to interview some of these nurses because 
there may be a need for nursing personnel in other 
departments. 


Many times the nursing-service director does not 
have harmonious relationships with the supervisor 
in the operating room, and does not understand the 
problems of staffing an operating room. This car- 
ries over to rotating services, expecting nurses on 
the floor to be able to function in the operating 
room while the operating-room supervisor does not 
want to bring these nurses into the operating room 
because she knows they can’t function in this area 
as efficiently as they would need to. 


MISS SCHWENDEMAN: Sister Giles, do you 
have an opportunity to select your operating-room 
nurses on the graduate level? 





SISTER GILES: Yes. The personnel office in- 
terviews the nurse, and, if we need operating-room 
nurses, will send her up so that we can interview 
her. I think we each have our own criteria as to 
who is potentially a good operating-room nurse, 
and on that basis we ask the personnel department 
to hire her. 


I think, too, that our policies definitely enter into 
creating the atmosphere that will permeate the 
operating room in good attitudes of our nurses, 
because they have job satisfaction. Job satisfac- 
tion follows numerous things — one being pay 
comparable to the skilled work of the operating- 
room nurse. If we have job satisfaction, we have 
a good operating-room atmosphere, and ultimately 


it will rebound to better patient care. 


MISS SCHWENDEMAN: How do you think a 
national group such as the AORN might contrib- 
ute over and above this yearly meeting to the 
future welfare of the operating-room nurse? 


SISTER GILES: I would like to have some pro- 
gram in which we could improve ourselves, or 
learn to improve ourselves. We attend meetings 
and workshops, but I think we need more than 
that — something more educational along with the 
type of operating-room nursing that we're doing 
at the time. 


Could we have some advanced operating-room 
nursing program conducted on the higher levels 
of educational and postgraduate courses? Would 
it be possible to conceive of such a setup, say, in 
some universities for some students? 

MISS GEISTER: Isn't it important, in view of 
all that’s been said, to determine first what we 
mean by “operating-room nursing,” as Miss Clarke 
pointed out? Before we can outline courses, 
shouldn’t we do some exploration in that respect? 


MISS BRANTL: I agree. In fact, I think perhaps 
the exploration should begin right in your own 
home hospitals, with both services and education 
working together on it. To my knowledge, this 
has not been done; at least, it hasn’t been reported 
in the publications. 


Until we look at the problems we're facing, in 
our own environment, I don’t think we're going 
to get any universal answer. We have different 
clinical settings — different philosophies and ob- 
jectives. They differ from program to program, 
even on the same level. I’m talking about the di- 
ploma level as well as other levels. 

MISS SCHWENDEMAN: Since a student spends 
such a limited period of time in surgery, how is 
she to acquire the needed knowledge if she contem- 
plates working in the operating room following 
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graduation? Is a post-graduate course the only 
answer? 


MISS BRANTL: I don’t believe she is expected 
to be thoroughly prepared especially in any kind 
of nursing — operating-room nursing, psychiatric 
nursing, or any other basic clinical area. I believe 
that if a student has a basic experience in oper- 
ating-room nursing, if she becomes interested in 
and wants further experience in operating-room 
nursing, that interest will cause her to seek em- 
ployment in a staff nurse position. 

I believe it is then the responsibility of nursing- 
service to help that bright young graduate to con- 
tinue to learn, by the kind of inservice staff edu- 
cation program developed for her. 

MISS SCHWENDEMAN: Operating-room nurses 
have been criticized frequently for changing the 
title of the course — from “operating-room tech- 
nic” to “operating-room nursing” — but not the 
contcnt. How do you suggest that we bring this 
fact more forcibly before them, Miss Brantl? 
MISS BRANTL: We would still give the student 
basic skills in operating room technic. But I think 
we could emphasize the preoperative and postop- 
erative aspects of patient care more than we have 
in our present curriculum. 


As I see it today, our O.R. experience is a block 
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experience, and I know with our own arrange- 
ment of patients we've had some difficulties in 
that it wasn’t a well-integrated experience. Why 
not look at it as an integral part of the whole 
field of medical and surgical nursing — a particular 
phase the patient goes through? 


If we look at some of the O.R. technics, per- 
haps some of them are repetitive; maybe some of 
the experience is repetitive. We'll have to take a 
look-see at what are the most meaningful exper- 
iences. 


MISS CLARKE: If it were feasible for students 
in hospitals to follow the patient from the pre- 
operative period into the operating room and into 
the recovery room and back, this is an excellent 
idea. But we know that in practicality it could be 
done only in one cr two or three nursing-care stud- 
ies — that this individualized care of the patient, 
or experience for students, is limited by what goes 
on in a hospital. 


We need to refocus our thinking, in the oper- 
ating room as well as in the rest of the student’s 
curriculum — to think about “student-centered 
teaching” for a while, knowing that this is not 
sacrificing patient-centered care; that in the edu- 
cator’s terminology, what is meaningful for the 
student also means what the student can grasp 
in this experience—what she can really understand. 





I believe she has to have practical experience 
in scrubbing technics in order to be able to un- 
derstand. We know that she gets a much better 
understanding of anatomy and physiology while 
she’s at the table. I think we could improve this 
understanding by letting her listen to what the 
surgeon is saying to the interns or to the residents 
and medical students who are also at that table 
for teaching purposes — and not have her so pre- 
occupied with whether she’s handing the needle- 
holder to him on the right hand if he’s left-handed 
or on the left hand if he’s right-handed. 


I think we have to consider not just whether 
the student is going to be given a heart case or 
a gallbladder case, or any of the complicated ma- 
jor scrubs, but also whether she knows what is 
going on; knows where the tubes are going, and 


Panel at Texas 


Because of the great interest in the “roadblocks” 
panel at the national AORN congress, program 
planners for the Texas AORN meeting decided to 
include another panel on the same topic when 
their group met in Houston in May. 

Panel participants were: Denton A. Cooley, 
M.D., associate professor of surgery, and Arthur 


when the patient goes back to the floor, why the 
tubes are there. 


It seems to me that this is one of the most diffi- 
cult things the educator is going to have to try to 
accomplish. 


MISS BRANTL: Some of our students have had 
a delayed operating-room experience, and they 
have been permitted to go with their patients to 
the operating-room suite and observe what was 
being done for the patient even though they have 
had no orientation to O.R. technic. And they 
have a better appreciation of what the patient 
goes through. They know where the tubes are 
going; they can take care of the patient better; 
and they feel a little less frightened about turning 
the patient. 


AORN Meeting 


Keats, M.D., professor of anesthesia, both of Bay- 
lor University College of Medicine, Houston; 
William D. Seybold, M.D., surgeon, Houston; Al- 
bert H. Scheidt, administrator, Parkland Memorial 
Hospital, Dallas; Mary Roberts, R.N., operating- 
room supervisor, VA Hospital, Dallas, and Mar- 
grethe Lyngholm, operating-room supervisor, Me- 
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Part of the panel discussing ‘Roadblocks to the Supply of Graduate 
Nurses in the Operating Room,” during Texas A.O.R.N. meeting 
are, from left: W. D. Seybold, M.D., surgeon, Houston; Mary 
Roberts, R.N., operating-room supervisor, VA Hospital, Dallas; 
Denton A. Cooley, M.D., associate professor of surgery, Baylor 


morial Hospital, Houston. Mary V. Schwendeman, 
R.N., was again the panel moderator. 


DR. COOLEY: It is important, it seems to me, 
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University College of Medicine, Houston; Mary V. Schwendeman, 
R.N., nursing consultant and editor, “ORS,” Danbury, Conn., panel 
moderator; and Arthur Keats, M.D., professor of anesthesia, Baylor 
University College of Medicine, Houston. 


that an operating-room nurse have an extra sense 
of dedication to her career. The girl who chooses 
a life in the operating room must be able to ac- 





cept the inconveniences that go with it. At the 
same time she must feel a part of the team. The 
surgeons should include the nurses in the discus- 
sion and try to give them recognition. 


The O.R. nurse should be intelligent — should 
have a quick mind. Perhaps it is up to the surgeon 
to help spot the girls who show particular promise, 
and try to interest them in coming into the oper- 
ating room. 

Surgeons are concerned about the shortage of 


O.R. nurses, and could take more interest in the 
problem if their ideas were requested. 


A film about operating-room nursing, produced 
by the AORN, might be used effectively to stimu- 


late interest in your specialty. Find ways to expose 
students to O.R. nursing, and try to make it sound 
attractive to them. 


DR. SEYBOLD: I feel strongly that the student 
nurse should be brought in as a part of the surgi- 
cal team. If she does not come into the operating 
room until she is a graduate, she may have a great 
many phobias built up. 

I believe that we could do a better job in edu- 
cating students if the surgeons were taken into the 
confidence of the nursing educators and reminded 
of their (the surgeons’) responsibilities. 


DR. KEATS: I agree with the need for more 


physician participation in the educational pro- 
gram of the student nurse. Her experience should 
be a coordinated effort of the operating-room su- 
pervisor, the director of nursing education, and 
the clinical instructor. 

MISS LYNGHOLM: In Texas the student often 
comes to the operating room straight from her 
preliminary training. She is usually not mature 
enough to become a part of the O.R. team. Usu- 
ally, when we get a student back as a graduate, we 
have to start all over with her then. 

Q. Why don’t students come back to the operat- 
ing room? 

MISS ROBERTS: I think the clinical instructor 
has a great deal to do with how the student feels 
about the operating room — whether she wants to 
come back. 

MR. SCHEIDT: Your profession is caught up in 
the general shortage of nurses. I think one prin- 
cipal reason for this shortage is the program of the 
professional educators. Students start out wanting 
to take care of people and end up taking care of 
papers. 

I also think that the time at whict. O.R. expe- 
rience is given has a great deal to do with the 
percentage of students returning to the operating 
room. Why subject the student to this baptism of 
fire so early in her training? 
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Lack of proper scheduling may discourage stu- 
dents from returning. If a student sees graduates 
working long hours all the time, she does not get 
a very good idea of the operating room. 


Q. What about O.R. technicians? 


DR. KEATS: I suggest that nurses who are afraid 
of technicians may not be any better than tech- 
nicians themselves. There is a place for techni- 
cians. They have limitations. They can do things 
well which they have been taught and which they 
have practiced. They cannot innovate; they are 
not adaptable. 


MR. SCHEIDT: In my estimation, there is no 
limit to where the operating-room supervisor can 
go salary-wise if she has the capacity to train less 


Tri-State O.R. 


When operating-room nurses met at the recent 
Tri-State Hospital Assembly in Chicago they 
brought up problems similar to those presented 
in the two preceding panels. 

Participants in a panel discussion on the cur- 
riculum for student nurses in the operating room 
were: Cecelia Fenesey, R.N., Loyola University 
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skilled personnel to do the jobs formerly done by 
R.N.’s. 


Q. How can we keep the graduates we have? 


MISS SCHWENDEMAN: I think our biggest 
problem is trying to raise the O.R. nurse’s salary 
to be commensurate with her training. 


MISS ROBERTS: The poor scheduling, which 
Mr. Scheidt mentioned, bothers the nurse — the 
waiting around between cases and then perhaps 
having to work overtime. 


NURSE IN AUDIENCE: I think the supervisor 
is a very important factor in determining whether 
the young graduate stays in the operating room. 
The supervisor-staff nurse relationship means a 
great deal to the young graduate. 


Discussion 


School of Nursing, Chicago, moderator; Freda 
Treptow, R.N., coordinator, department of regis- 
tration and education, Chicago; Sister Mary Pe- 
trina, director of nursing education, St. Joseph 
Mercy Hospital, Aurora, IIl.; Bertha Klauser, R.N., 
director of nursing education, Augustana Hospital, 
Chicago; Mrs. Marjorie Gerhardt, R.N., assistant 
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director of nursing service, Michael Reese Hospital, 
Chicago; and Mrs. Mary Gulyassy, R.N., instruc- 
tor, operating room, Cook County Hospital, Chi- 
cago. 


Following are highlights of the discussion. 
MISS FENESEY: Nursing is a dynamic profession— 
constantly changing. First let me ask: Why do we 
need professional nurses in the operating room? 


MRS. GERHARDT: There have been many 
changes in operating-room nursing in the last few 
years. We are faced with many special types of 
surgery. Bringing the nonprofessional person into 
the operating room has put the nurse in a more 
important role than ever before. She is responsible 
not only for the care of the patient but for super- 
vising and instructing the nonprofessional person- 
nel. 


While we can use a technician as a scrub nurse, 
we need a professional nurse in the operating 
room to supervise, direct, and guide the technician, 
to see that the patient gets good care, and to see 
that our legal obligations are fulfilled. 


MISS FENESEY: What I am interested in is: What 
experiences are there in the operating room which 
are essential to the total care of the patient, and 
which cannot be learned at any other place in 
the curriculum? What level of understanding and 





so-called empathy do you expect the student to 
give to the patient following her O.R. experience? 


SISTER PETRINA: I don’t think a student un- 
derstands what the patient experiences unless she 
goes through the operating room. 


MRS. GULYASSY: After the student has had O.R. 
experience, she understands much better the con- 
cept of total patient care. She can answer patients’ 
questions better. 


I think she can give the patient better care, 
both preoperatively and postoperatively. If she is 
lucky enough to come to the operating room at 
the same time as the patient—for instance, if she 
has preoperative experience and then follows the 
patient through surgery and into the postopera- 
tive period—this of course is the ideal situation. 


MISS KLAUSER: Certainly in rotating students 
we often hear, “Who is going to teach the student 
aseptic technic if she doesn’t go to the O.R.?” 
I definitely feel that the student does have a better 
understanding of the situation after going through 
O.R. experience. We do not expect to make that 
student capable of going out and serving as a 
technician—but we want to give her an under- 
standing of the problem. 


I find that students who have O.R. experience 
early are more capable of giving good care and 
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understanding some of the emotional involvement 
the patient goes through before undergoing sur- 
gery—and why he feels as he does after returning 
from surgery. 

MRS. GERHARDT: Where are we going to get 
future O.R. nurses unless we make this a meaning- 
ful experience? Are we going to change the name 
to surgical nursing? 

MISS FENESEY: How are we going to make it 
a meaningful experience? I don’t think O.R. nurs- 
ing is in any danger of losing its prestige for the 
student. 


Cecilia Fenesey (c.), R.N., Loyola University School of Nursing, 
Chicago, moderates panel at recent Tri-State Hospital Assembly. 
Other participants are, from left: Sister Mary Petrina, director 
of nursing education, St. Joseph Mercy Hospital, Aurora, Ill; Mrs. 
Marjorie Gerhardt, R.N., assistant director of nursing service, 


MISS KLAUSER: We find that students are usu- 
ally motivated for learning when they come to 
the operating room. Often students say when they 
enter school that they want to be O.R. nurses. 


SISTER PETRINA: I think we should always 
call the course operating-room nursing—and stu- 
dents should be exposed to it as they are to 
industrial nursing or school nursing. 


In general, schools seem to be having a short 
period which they call O.R. nursing. The stu- 
dent is taught basic aseptic technics. In surgical 


Michael Reese Hospital, Chicago; Freda Treptow, R.N., coordinator, 
department of registration and education, Chicago; Miss Fenesey; 
Mrs. Mary Gulyassy, R.N., instructor, operating room, Cook County 
Hospital, Chicago; and Bertha Klauser, R.N., director of nursing 
education, Augustana Hospital, Chicago. 





nursing, the case study method is used, and em- 
phasis is placed on understanding the total sur- 
gical patient. 


Maybe we who were educated under the other 
method can understand that the present method 
might be better—because it took us quite some 
time to coordinate our experiences in the differ- 
ent areas. 


MRS. GERHARDT: We want to make sure that 
when the R.N. comes back to the operating room 
she is not coming back primarily to be a scrub 
nurse. We need good scrub nurses—but we need 
nurses in these other areas. I would favor a four- 
week course in the student’s curriculum. Then 
when the student came back I would want her 
to come back not as a scrub nurse but as a Cir- 
culating nurse. 


SISTER PETRINA: I think Mrs. Gerhardt is 
right—that the nurse belongs where the patient 
needs her—and that is in the position of the cir- 
culating nurse. 


I believe you have to work with the program 
to determine how much O.R. experience the stu- 
dent needs. We have gone from one week to two 
weeks to three weeks. 


MRS. GERHARDT: I wonder whether our stu- 


dents would not have a richer experience and 
gain more in every way if somehow nursing service 
could have a better understanding of the objectives 
of education for the student. Graduate nurses 
in the operating room should know the objectives 
of the educational program. The clinical instruc- 
tor can’t be everywhere at once. 


Is there any way for the nursing-service people 
to work in a little closer cooperation with the 
nursing-education people? 


SISTER PETRINA: I love O.R. nurses and still 
call myself one. I will say that as a supervisor I 
gave very little cooperation to nursing-education 
persons—unless I knew what they were trying to do. 


Why not go to those in charge of the educational 
program and ask them how the program was set 
up, and whether they would not like to get ideas 
from people who work in the department? Then, 
if plans are made for nursing-service and nursing- 
education representatives to get together to dis- 
cuss objectives, the meeting time should be ar- 
ranged so that the O.R. nurses can be there. With 
this type of cooperation, I believe we can have a 
better program. 


The clinical instructor is the key person. She 
has to understand nursing service, but her obli- 
gation is to education. 
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Highlights of a panel discussion presented on the nurses’ program 
at the sectional meeting of the American College of Surgeons, St. 


Louis, March 9-12. 


A Successful Operation 


Requires Co-operation 


By Dorothy W. Errera, R.N. 


Moderator: Harry Panhorst, associate director, 
Barnes Hospital and Washington University 
Clinics, St. Louis. 


Panel: 

Sister Joseph Ann, R.N., supervisor of operating 
rooms, Cardinal Glennon Children’s Hospital, 
St. Louis. 


Joseph McNearney, M.D., associate professor of 
surgery and chairman, section of anesthesia, St. 
Louis University School of Medicine. 

Carl A. Moyer, M.D., Bixby professor of surgery 
and head of department, Washington University 
School of Medicine, St. Louis. 
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Edna E. Peterson, R.N., director of nurses, Jew- 
ish Hospital, St. Louis. 


The Rev. Carl C. Rasche, administrator, Dea- 
coness Hospital, St. Louis. 


SISTER JOSEPH ANN: All operating-room per- 
formance fits into the picture of patient-centered 
activity. A lack of continuity does not necessarily 
imply a lack of contact. Nurses from the operating 
room should make a point of visiting patients, 
both postoperatively and preoperatively, to make 
it clear to themselves that their responsibility is 
to live human beings. 


Voluntary cooperation between all hospital de- 





partments is essential for successful performance. 
In any department, responsibility and authority 
need careful definition and a careful written and 
approved description to help guide personnel. 


All discipline should be administered by proper 
authority and directed to strengthening the of- 
fender. Repeated breaks in behavior will have to 
be reported to proper authorities through proper 
—defined and described —channels of responsi- 
bility. Word of mouth is seldom a sufficient guide 
for effective performance. 


Scheduling surgery demands the cooperation of 
the surgeon, who should schedule his case directly 
with surgery, specifying the time he prefers, his 


name, the patient’s name and age, the anesthesia 
preferred, and the extent of anticipated surgery. 
Cooperation at this level and including these de- 
tails gives the operating-room supervisor time. to 
organize specific equipment and supplies and to 
work out time and schedule conflicts with the 
department of anesthesiology. 

DR. McNEARNEY: Every hospital needs an 
adequate anesthesia service under the direction 
of a competent, board-trained anesthesiologist — 
one able to use all the anesthetic agents available. 
This man should have the same standing as any 
other member of the hospital staff with the privi- 
lege of visiting every patient preoperatively to 


gain insight into his mental, physical, and psycho- 
logical attitudes. 

Preoperative medication is never a routine — it 
is applied to each patient with individual con- 
sideration. 

Postoperative transfer of the patient from the 
table should be done in a manner that avoids 
sudden changes of position. When the patient is 
seriously ill, the bed should be brought to the 
operating room and the patient transferred directly 
to avoid the extra handling incidental to using a 
litter. If the patient is in critical condition, he 
should be left on the O.R. table until vital signs 
have returned to normal. 


DR. MOYER: The archaic attitude that the sur- 
geon should be the boss of the whole O.R. show 
is bad because it fails to recognize that various 
other people in the operating room are intelli- 
gent and competent to boss their own situations. 
Everyone in any group should be able to exercise 
intelligent dissent. Cooperation is seldom pro- 
gressive unless everyone is expressive. 

There must be a “chief” of operating rooms, 
however, no matter how many rooms are involved 
— one person who is essentially responsible for the 
major conduct in the operating room suite — one 
person who is there all the time. Obviously the 
anesthetist and surgeon do not fill this need, 
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since they must come and go and be concerned 
with their own problems. The logical person for 
the job is the operating-room supervisor. 


The biggest criticism of supervisors is that there 
are too few who are willing to admit to being 
bosses. Too many are becoming “organization 
men” and have lost the capacity to stand up and 
take a little beating. They are afraid surgeons 
won't like them. 

It is time to return to the fundamental attitude 
of operating rooms of 30 years ago, the attitude 
that the charge nurse is just as responsible as the 
surgeon and anesthetist; that the charge nurse is 
“czar,” and can bar offenders of good technic 
or eject them from the operating room without 
apology. An operation may be perfectly performed 
from the standpoint of surgery and anesthesia, 
but a slip in proper operating-room conduct can 
send the patient to the autopsy table. 

But the czar does not tell the surgeon how to 
perform the operation. The surgeon does not tell 
the anesthetist how to do his job. If the surgeon 
sees something wrong or a break in technic, it is 
his privilege to call it to the attention of the 
nurse or anesthetist; similarly, the anesthetist may 
call attention to a fault. Each exercises intelli- 
gent dissent. 





Rules must be defined. They must be adhered 
to within limits of ability. The nurse must stop 
worrying about hurting people’s feelings with 
disciplining. The only person to be considered 
is the patient. 

The nurse is the only person who can watch 
the whole O.R. situation. She is responsible for 
O.R. conduct, and her duty is equal in impor- 
tance to that of the surgeon and anesthetist. 
MISS PETERSON: Inspiring a student's interest 
in helping to save a patient's life through her 
contribution in the operating room is not related 
to “number of scrubs,” “number of hours,” or 
“number of assistings.” The criticism that the 
spirit of nursing is lost should be recognized by 
educators as a criticism of their having failed to 
make the opportunity of nursing meaningful. 

No educator can properly conduct an educa- 
tional program for nurses unless she is willing to 
study the dynamics that produce the stresses and 
strains students are subjected to —to give a little 
of that emotional support nurses are expected to 
supply endlessly to patients. The operating-room 
experience is no exception. 


The student should not be assigned to the O.R. 
until the latter part of her junior year or the 
early part of her senior year—until she has 














learned fundamentals of aseptic technic in other 
clinical areas. Assigning her operating-room ex- 
perience before this time results in a frustrating 
experience for student, surgeon and staff. 


The new intern arrives in the O.R. with very 
little knowledge of instruments, aseptic technic, 
and general behavior, but he is accepted as a 
learner and student. The nurse in charge is toler- 
ant and understanding, and watches over him. 


Student nurses, on the other hand, are looked 
on as “job-holders’”” when they arrive in the suite. 
In many instances, the student begins to function 
as a staff nurse. The attitude between nursing 
service and nursing education is one of confusion. 


Any educational program must be carried out 
in the best interests of the student. Nursing service 
has the right to create ways and means to get 
nursing service to meet the needs of the patient 


Above (i. to r.): Miss Peterson, Sister Joseph Ann, Dr. Moyer, Mr. Rasche, and Dr. McNearney. 





and the surgeon in the operating room, but it 
also has the obligation to create an environment 
in which the student nurse is accepted as a 
learner. When this environment is not created, it 
is the fault of those who conduct the educational 
program in the school of nursing. 

What educational value is there to putting a 
frightened student “on call” without the support 
of a graduate — to have her develop such negative 
attitudes from her fear that she never wants to 
see the O.R. again? There is criticism of the 
trend to cut down O.R. experience for students, 
but there is not time in any three-year diploma 
course to meet the nursing-service needs of every 
department if a truly educational program is be- 
ing conducted. Principles of learning must be 
given first precedence in planning, and the pro- 
gram continued from there. 


The operating room is not an isolated segment 
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in the student's career. The exposure is intended 
to prepare good bedside nurses with a better 
understanding of pre- and postoperative care. 
Students are not being trained as _ technicians. 
Just as surely as the surgeon is a particular kind 
of personality, so is the surgical nurse who assists 
him, and it should be appreciated that this is not 
a state to be achieved by the student in the learn- 
ing phase. 


If schools of nursing are to claim educational 
programs, they must accept the obligation of 
placing students in positions of “learners” and 
not “staff.” 


[Miss Peterson emphasized she was not talking 
against service-centered schools — that this type of 
program has a great contribution to make and 
will continue to have — but that she believes it is 
possible ta have programs in which the educational 
factors are considered and the whole program is 
meaningful, realistic and creative. | 

MR. RASCHE: The real problem in cooperation 
seems to be the difference between what doctors 
say and what they do. It is right that someone 
must know the rules and carry these out, but by 
the same token it is impractical and impossible 
for the nurse to do this job when the doctor puts 
the patient between and agrees to go along with 
a nurse’s edict, but frustrates her efforts with the 
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statement, “Okay, but if anything happens to the 
patient, it is your fault.” Too often doctors agree 
in spirit and word, but act the reverse. 


DR. MOYER: The nurse in charge of the oper- 
ating room should be an intelligent tyrant with 
two phobias: (1) against dirt and (2) for asepsis. 
She has to be strong-backed enough to take the 
approbation of surgeons who “don’t know any 
better.” There are many weak-backed hospital 
administrators who don’t do what is necessary to 
make her job successful. 


MR. RASCHE: Every problem seems to get back 
to the administrator. Too often the surgeon has 
procedures defined and agrees to their use, and 
then the onslaught comes. Many surgeons want 
rules for everybody else but not for themselves. 
Surgeons need to come to grasp with the problem 
at hand and recognize proper principles and prac- 
tice what they preach. 


It’s not unusual for a nurse and surgeon to 
come to the administrator, completely at odds 
with each other. The administrator begins all 
over again with a review of principles involved. 
By the time agreement is reached, the surgeon is 
exasperated and walks out with a parting shot 
of “forget the whole thing.” How are we going 
to get doctors to perform? 













DR. MOYER: This question concerns the con- 
duct of all human beings. The administrator is 
paid a salary for making these problems his re- 
sponsibility; the surgeon too has responsibility in 
reconciling difficulties. The chief of surgery has 
to share in problems. We need education to ac- 
complish results. 


Discussion 

Q. What about the weak-backed surgeon who 
won’t hold his staff to standards? How does one 
get cooperation from the surgical staff, particularly 
the chief of surgery? Why do surgeons feel it is 
their privilege to wander through an operating 
room in street clothes even after sterile packs are 
open and resent being sent out? 


DR. MOYER: After seven years, we have gotten 
together and these things just don’t happen. Rules 
of conduct in the operating room have been de- 
fined, and one complies or is put out. 


One of the best mechanisms for education in 
this area is the operating-room committee with 
the O.R. supervisor as a member. All this reform 
has to be a program of education, not dictator- 
ship! 

There will always be weak-backed physicians. 
Medical education is not perfect—many Fords 
are turned out for every Cadillac. These less-than- 


perfect individuals need to be literally booted 
around by the supervisor. 


CARL W. WALTER, M.D., associate clinical 
professor of surgery, Harvard Medical School, 
Boston: I agree with Dr. Moyer — we need disci- 
pline in the O.R. One big deficiency is that the 
older surgeon becomes so concerned with patients, 
their care, and a day’s work that he thinks expe- 
diency entitles him to break the rules he estab- 
lishes for junior surgeons. 


An ordinary surveillance camera is a wonder- 
fully humbling device. A polaroid shot of the 
chief surgeon in the O.R. in street clothes, mount- 
ed on the bulletin board (under glass so he cannot 
steal it), is a very effective discipline that avoids 
personality clash and elicits cooperation. 


MR. RASCHE: Dr. Walter, you have _ been 
quoted as saying that “surgeons are the slaves of 
lay administration.” I take serious objection to 
this statement. 


DR. WALTER: This would indeed be a contra- 
diction if it referred to one hospital, but the 
comment was made after seeing many hospitals in 
which the staff has no say in hospital policy. In 
any well-integrated hospital in which all available 
knowledge is marshalled as a guide, this com- 
ment does not pertain. It is unfortunate that the 
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isolated remark is used as a generality in any 
press interview. On the other hand, anything that 
provokes introspection and thinking on the part 
of the public is gainful. Once hospitals are 
openly discussed in public, support will increase 
as problems are appreciated and sympathy aroused. 
Q. What can be done about the chronically late 
surgeon? 


MR. PANHORST: I know of one administrator 
who claims to have cleared up this problem in six 
months by posting a “batting average” on every 
surgeon. The figures were posted in the dining 
room with the number of minutes late noted. A 
surgeon who is late three times in one week is 
put last on the schedule. 


Q. What is to be done with the indispensable 
nurse who is always late? 


SISTER ANN: Any person who is chronically late 
is certainly not indispensable. 


Q. Isn’t there a danger of increasing contamina- 
tion of the O.R. by bringing the bed from the 
wards to the O.R. suite? 


DR. McNEARNEY: Anything we do to increase 
the safety of the patient is worthwhile, and it is 
doubtful that contamination of the operating 
room is any more severe from a bed than from 
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the street shoes of nurses and doctors in the O.R. 


DR. WALTER: The bedding of a patient with 
sepsis is a prolific source of bacteria. When it is 
taken to the O.R. and shaken in the course of 
transferring the patient, the operating room is 
showered with organisms that spread quickly 
throughout the O.R. Every O.R. should have an 
interchange area in which patients are trans- 
ferred from bed to O.R. table and back to bed 
by intelligent, welltrained people who know how 
to move a patient. The O.R. table is mobile and 
can be brought to the recovery room. Moving the 
table is very little more trouble than using litters 
or trolleys. 


If construction design of the hospital allows no 
alternative to bringing the bed into the O.R. 
suite, the bed should be washed with a detergent 
germicide in the ward and made up with clean 
linen, and its casters rolled through a puddle of 
germicide as it is pushed into the O.R. 


Q. When does the O.R. nurse have time to visit 
patients pre- and postoperatively? 


SISTER ANN: This can be done when the nurse 
is going off duty—when she is already changed 
into street clothes. It takes so little time and 
makes for a nice patient-personnel relationship. 
It is unlikely that any administrator would object 





to nurses leaving the O.R. early on unbusy days 
to carry on this mission. 


Q. How long should students be assigned to the 
O.R.? Should the O.R. experience be removed 
entirely from the curriculum? 


MISS PETERSON: The answers depend on the 
kind of teaching program offered. It is not im- 
plied that students derive nothing from O.R. 
experience but that experience is enhanced if the 
student is accepted as a “learner.” The question 
is not one of eliminating the experience from the 
curriculum, but rather one of how the student 
is supervised. 

Not long ago, it was generally thought that 
night and relief duty for the student should be 
eliminated. Today, it is recognized that there are 
many different exposures present on the relief 
and night shifts, and the significant question is 
not when the student is on duty but how she is 
motivated and how she is supervised. 


If the student is traumatized by a poor teach- 
ing experience and feels inadequate, she becomes 
defensive and a reluctant learner. 


DR. WALTER: So much is written of the “gifted 
student” these days. Nursing educators would 
benefit by reading a few headline articles. The 
gifted student should be selected early and pro- 


vided with teaching and experience so that she 
matures in her special area. In this way, the 
“peculiar personality,” the surgeon, has an oppor- 
tunity to meet nurses with compatible talents and 
potentialities. He is no longer burdened by 
clumsy, disinterested, frightened students and he 
loses the feeling of processing “so many sardines” 
that must be canned every year. 

MISS PETERSON: I agree with Dr. Walter. One 
trend in nursing education today is the building 
of programs and electives. The student who can- 
not function as a scrub nurse is certainly not lost 
to nursing, and it may be wise to remove her 
from the experience entirely when it is obvious 
she does not and never will belong in that expe- 
rience. 


Q. Where is the young graduate going to learn 
to be an O.R. nurse? Should there not be nursing 
internships in surgery? 


DR. MOYER: We have been very remiss in not 
building real postgraduate programs for operating- 
room nursing at a professional level. If schools 
of nursing cannot undertake this responsibility, 
the medical schools must. The O.R. nurse is a 
highly professional person, an indispensable part 
of the surgical team. Education must be provided 
on a professional level, not at the ordinary work 
level. 





MISS PETERSON: This kind of program will 
come. Part of the difficulty is that not enough 
people are interested in the specialty today be- 
cause a proper course has not been provided. 
Teaching programs in O.R. experience today are 
just opportunities for staff duty. 


Q. Where in the hospital organization chart 
does the operating-room supervisor fit? 


MR. RASCHE: The O.R. supervisor is part of a 
team and falls into a chain of command to pre- 
vent chaos. It is important that she be respon- 
sible to the director of nursing service and act 
through her. There may have to be three-way 
conferences from time to time, but without good 
management, people are apt to go off in all direc- 
tions and produce nothing but confusion. 


Q. Who is responsible for the anesthetists in 
the operating room? 


DR. MOYER: The surgeon is as responsible for 
the patient as anyone else, and he cannot dis- 
charge that responsibility without discussing the 
patient with the anesthesiologist. The surgeon is 
as capable of assessing anesthesia needs as a com- 
petent anesthesiologist. However, the surgeon 
may discuss the anesthesia with the anesthesiol- 
ogist, but he never dictates a choice. Unless some- 
thing very specific contradicts his doing so, he 
agrees with the recommendations of the anes- 
thesiologist. 


Many times the choice is made not only to fit 
the patient’s needs, but also to fit the mode in 
which the anesthesiologist performs best. 


The operating room is really a union of three 
czars — the anesthesiologist, the surgeon, and the 
nurse, working together with understanding and 
exercising intelligent dissent when it is indicated. 





The Operating Room Nurse 


and Nursing Organization 


By Janet Geister, R.N.* 


Our health work today has become one commu- 
nity, like our world. It’s made up of many people, 
all speaking different languages, all with special 
interests and attitudes. Our biggest single job is 
to create understanding and respect between us 
people; to find our common objectives, and to join 
hands to work for them. 


This is a hard task, for in the disciplined pro- 
fessions like medicine and nursing, our customs 
and traditions—even our tyrannies—run deep. 
We change our procedures easily. But our think- 
ing changes more slowly. 


*Consultant in organization, Illinois League for Nursing; former 
board member, American Nurses’ Association. 


We've been brought up on the “Yes, Doctor!” 
tradition. But we’ve moved into the “Yes, Doc- 
tor, but—?” era. The whole philosophy of pa- 
tient care today is teamwork. But we still have 
a lot of “I'll coo, and you operate” in it. 


It takes time for us to think of our particular 
world as part of a larger world, and to establish 
new attitudes. We're growing in strength in nurs- 
ing; we're beginning to realize that as partners 
we have more to do than “DO.” We have to 
think, too. We have been a “doing” profession. 
We've always been so busy “doing” we haven't 
had time to develop our philosophies, but we're 
moving very definitely in that direction. 


No field has had faster, more radical changes 
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than nursing. When we consider how much the 
profession has accomplished in its 80-odd years, 
it’s hard to realize that professional nursing has 
lived its whole life in the kaleidoscopic changes 
of the space age! 


Nursing today is recognized as essential in every 
health movement. It is recognized as a_profes- 
sion, a full partner in the health professions. The 
demand for greater skills has steadily increased. 
Ten years ago the American Journal of Nursing 
listed 20 skills that once were considered the prac- 
tice of medicine, and now are delegated to nurses. 
And this was just a prelude. 


No new profession has had to make greater con- 
cessions in order to get the work done in a very 
short span of years. Over 300,000 nonprofessional 
workers have been brought into the hospitals to 
get the work done. In the earlier days, most of 
them were unprepared. We were unable at the 
time or did not have the opportunity to work out 
lines of demarcation. The result was a very serious 
blurring of the lines, and a loss of status for the 
general-duty nurse. 


The need to get the work done, and the multi- 
plication of new procedures, fragmentized the 
nurse. She did functional nursing; she did pro- 
cedures; and the patient got fragmentized, as we 
multiplied the procedures and our interest in re- 
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search increased. The patient got put on the assem- 
bly line, and the nurse had to follow him there. 


The greatest complaint we've ever had from 
patients is “impersonalized care,” and from nurses, 
loss of job satisfaction. 


One big question today is: who shall pay the 
cost of the nursing school — the hospital, the pa- 
tient, or a combination of both? The question is 
not for any one group to decide; it’s a “with” 
matter. It has to be worked out by everyone who 
has a concern in it. And both medical and nursing 
educators today are realizing that you can’t pack 
everything into the basic curriculum. 


What kinds of nurses do we need? 


The experiments in the various levels of nurs- 
ing education — one-year, two-year, four- and five- 
year programs —aren’t child’s play—but there’s 
stark need for them. 


Probably our greatest single problem in nursing 
is the lack of qualified supervisors. Nursing had 
its own “population explosion,” when staff nursing 
came into being. In 1929 there were only 4,000 
nurses employed in our hospitals; the student 
nurses were doing the work. In 1959, there are 
over 200,000 — and you can’t have staff nurses with- 
out supervisors. 


The supervisor’s job doesn’t attract a large num- 


































ber of nurses, because the responsibilities and 
duties have increased so greatly, but the authorities 
have not increased in proportion. 


What will be the role of the professional nurse 
10 years from now? Perhaps we get some idea from 
the pattern that seems to be emerging. Yesterday, 
when our patients were all prostrate, we did every- 
thing for the patient; today, in the maze of proce- 
dures and the need to get the work done, we do 
everything to him; tomorrow, as today’s inequities 
are dropped out, and as a patient is re-emerging as 
a patient, we will do everything with him. 


In this wide expansion and in the very nature 
of the health movement, the growth of specialties 
within medicine and nursing was inevitable. They 
are a product of the space age, of the health revo- 
lution. They couldn’t have come earlier because 
they weren’t needed; they couldn’t have avoided 
coming, later, because they were needed. 


We're seeing them in every active field of hu- 
man endeavor. They're not born out of wishful 
thinking but out of need. No day passes without 
an addition to scientific knowledge, nor one that 
doesn’t demand greater, more intensified skills. 


“The day of the unskilled worker is almost 
over,” says a government authority, “and the day 
of the skilled worker is opening wider.” As the 









lines that mark off the special area become clearer, 
workers in these areas recognize needs —a need to 
work out their own standards of practice; their basic 
principles; the education requirements that are 
peculiar to the group. 


And as the major specialties recognize the need 
for getting their brains and steam in action behind 
these things, these specialists have set up their 
own organizations. 


Nursing at present has only three national spe- 
cialist organizations. But the demand for special 
skills is on the increase. Psychiatry, maternity, 
heart disease, school nursing, nursing service ad- 
ministration are all demanding intensified, unique 
skills. 


Whether or not the needs of these areas can be 
met in ANA or NLN departments remains to be 
seen. Nursing is moving out into a broader, more 
skilled service to society than it’s ever known, and 
more specialist groups within it are a certainty. 
How the workers within these groups handle in- 
ternal affairs is anybody’s guess. Mine is that we'll 
have more national specialist associations. 


Our first specialist group was that of the nurse 
educators, who as far back as 1893 recognized the 
need for concentrating on educational problems, 
and organized the National League for Nursing 
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Education. It became a powerful influence until 
it merged 60 years later into the National League 
for Nursing. 

The same was true of public-health nursing. 
When public-health men realized that clean milk 
and clean water and all these things were not 
enough — that somebody had to go into the homes 
to teach people how to live in a cleanly way — how 
to keep their thumb out of the milk, how to swat 
the fly, how to bring up the kids — they knew that 
there had to be an agent to go into those homes. 
The nurse was chosen for that work —and the 
public-health nurse was born. 

Public-health nursing grew so fast that the 
National Organization for Public Health Nursing 
had to be organized in 1912. For 40 years it did 
wonderful work as an independent organization; 
then it, too, merged with the NLN. 

Nurse anesthetists were wandering along be- 
longing to no one but having lots of troubles. So 
they organized the American Association of Nurse 
Anesthetists in 1931. The association has steadily 
grown stronger; its standards of education and 
practice are recognized as authoritative by the 
Department of Health, Education, and Welfare, 
and by the Joint Commission on Accreditation of 
Hospitals. 


Its membership now reaches almost 10,000. 
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There are 123 schools for educating nurse anes- 
thetists, all accredited by the AANA. The last 
study the association made showed that 53 percent 
of the anesthetics in this country were given by 
nurse anesthetists. 

The industrial nurses weren’t orphans, but 
everybody wanted to adopt them. There was a 
strong pull to make them a branch of public- 
health nursing. They were a twig on the branch. 
There was also a pull to bring them into the in- 
dustrial physicians’ group. 

But the leaders behind it believed that industrial 
nursing was a distinctive field that had better or- 
ganize by itself, and so the American Association 
of Industrial Nurses was organized in 1942. It 
fought hard to get industrial nursing recognized as 
a distinctive field, and it won. 


Today, no thinking person thinks of it as a 
branch of anything, but as a distinctive field of 
nursing. —The AAIN has been a strong force in 
moving the nurse with the iodine swab with an 
indeterminate position at the edge of the plant, 
right into the center of the plant, a definite part 
of production. The iodine swab may still be 
around, but the industrial nurse’s main job is 
treating the whole man, not his cut finger — help- 
ing him with his physical, social, psychological, 
and rehabilitation problems. 





Then we come to the AORN, the youngster. I 
don’t need to tell you that story; you have lived 
it. Ten years ago Edith Dee Hall and her asso- 
ciates laid down the foundation; now you are set- 
tled, and what a fine house is built! 


All these events are but forerunners of things 
to come. Nursing is a profession that’s grown 
mature with soul-sized problems and unparalleled 
opportunity. Its great problems and promise be- 
long to no special group, but to all of us. 


Our responsibility to society and to each other 
makes us a one-world community. More of us are 
becoming more aware of this; more aware of the 
need for mobilizing our moral, spiritual, and in- 
tellectual forces. We need to be united in our 
great cause as well as in our special causes, so that 
we are one community in spirit and purpose as well 
as in name. 


We do not lack the brain power, idealism, and 
common sense to do this; we have plenty of those 
things. But we do lack a pattern of how to achieve 
this. There seem to be two alternatives before us. 


One is: 


Organic union —all nurses, regardless of spe- 
cialist interests, to be in one over-all body. 


We spent over $100,000 and many hours of pre- 
cious time that was needed on our problems, in a 


four-year effort to achieve this kind of thing — 
from 1946 to 1950. We didn’t succeed. We com- 
promised; in that compromise was born the Na- 
tional League for Nursing, and the ANA was rein- 
forced. But that 1952 compromise made no provi- 
sion for the participation of specialist associations. 
They could either disband and merge forces with 
the other two organizations, or go it alone. 

For the last three years the American Nurses’ 
Association has been urging the creation of “one 
national organization for nurses and nursing.” 
The League had a conference of its state presi- 
dents and state executives, and they all voted to 
go on as is. 


There are important questions to ask in regard 
to this idea of one over-all organization. If it is 
possible to create one over-all professional organi- 
zation, why haven't older, stronger professions 
been able to achieve it? Why does medicine have 
over 150 national medical societies that are open 
to doctors? Why does engineering have 75 national 
societies?> Why do educators have scores? Law? 
Architecture? Religion? 


In 1950 we were unable to achieve one organi- 
zation. Today, with the trend toward specialization, 
do we think we can have a better change? I don’t 
know of any other professional groups that have 
so few national associations as nursing. And to 
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think that one over-all body is more economical 
breaks down on examination. It just isn’t so. 


Business and industry have found that after a 
certain size is achieved, costs go up. The demand 
for just one membership dues to pay is a very 
superficial thing. The cure is worse than the dis- 
ease. It’s like the advice, “Always peel onions 
under water.” You may drown, but you won’t cry. 


The biggest single question regarding effective- 
ness of one over-all body is that of self-government, 
or autonomy. All specialist groups have unique 
internal problems and purposes that outsiders do 
not understand and can’t competently judge. 


The specialists have extramural ties with allies 
that are uniquely theirs. For example, the indus- 
trial nurses tie in with the safety engineers; the 
hygienists tie in with the foremen. They have to 
tie in with other groups in pushing their work, 
groups that have nothing to do with any other 
part of nursing. 


These specialist groups must have full power to 
act on internal matters— power to move in any 
direction that seems necessary. But in operating 
within a larger association the autonomy must be 
limited; otherwise, we simply have organization 
within an organization. And in one over-all body 
all policies and projects must fit in with those of 
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the association itself; they have to be passed on 
by the supreme governing body, whether or not 
members of this body understand all of the things 
these policies and projects involve. 


This was one of AAIN’s main reasons for voting 
against its dissolution —for voting not to merge 
with the NLN. It felt the need for full autonomy 
in internal affairs. Too few people still understood 
the problems of industrial nursing. 


I believe this also was a factor in AORN’s de- 
cision to “go it alone.” The people in the AORN 
very thoughtfully explored all possibilities before 
organizing into what you have today. 


The alternative, then, to organic union is: 


Functional unity —the meeting of minds and 
spirits on a common objective or objectives — no 
matter how many associations are involved. 


It’s a growing pattern, as more of us realize that 
our every major problem and objective touches and 
teaches into another one elsewhere. 


The health of the school child, for example, 
isn’t any one person’s property — the school nurse’s 
or the school doctor’s. Last year representatives 
of 20 national medical, education, public health, 
and other groups met with representatives of the 
Parent-Teachers’ Congress to discuss child health. 





Not one of the groups meeting was interested in 
the internal affairs of the others — finances, mem- 
bership, anything — but they all had something to 
bring to the subject of child health, and something 
to get from it. That’s what I call “functional unity” 
—a one-world community of minds and spirits — 
not machinery. 


We see scores of instances of that today in all 
fields, and we will see more tomorrow. We had a 
meeting in Chicago on “What is good nursing 
care?” Five organizations joined in it. One hun- 
dred nurses had to stand for two and a half hours, 
so many came. But they were so interested in that 
common subject. It takes no money; it takes no 
time; it takes no research — only changed viewpoint! 


To me, a one-world community of nurses doesn’t 
mean one huge organized body. It means a meeting 
of minds and spirits on our common objectives. 
And we can have it tomorrow. 


Does the operating-room nurse have things in 
common with other nurses? Can she derive help 
from contact with them? Can she contribute to 
them? Can there be any doubt regarding the an- 
swers to these questions? 


Being a specialist doesn’t change our hearts. It 
only makes room for another love. You don’t lose 
your pride in the profession, nor your ambition 


for it, because you’re in a specialty group. No- 
where have I met a keener interest in good patient 
care than in the specialist groups. 


Didn’t you organize to improve that care? 
Doesn’t your interest go beyond your own bound- 
aries? 


Too, you have a vested interest in good patient 
care because what happens to the patient before 
he comes to you, and after he leaves, affects the 
success of your work. But even more, the growing 
stress on comprehensive care and teamwork — on 
readying the patient mentally as well as physically 
before surgery — on continuity of care — inevitably 
will draw you into the planning. 


Your problems of relationships with co-workers, 
with doctors; of increased responsibility without 
commensurate authority, are all a part of the larger 
problems we are meeting. 


What large problems of relationships, communi- 
cations, and authorities does any group have in 
nursing that do not merge with similar problems 
elsewhere? 


Too, operating-room nurses have a vested inter- 
est in nursing education, for the products of the 
schools are the source of your manpower. Their 
quality affects your quality, and you have so much 


53 





to bring to the affairs of the profession! Your 
profound concern with patient protection, your 
ability to function in the highly organized team- 
work — these things develop wisdom, maturity, atti- 
tudes that are needed in the affairs of the profes- 
sion as well as in surgery. 


To me nothing more beautifully epitomizes the 
ideals and spirit of nursing than the poised hands 


of the operating-room nurse, anticipating needs, 
through knowledge of things; meeting these needs 
through preparation for them; giving of self freely 
for the life of others. 

When I read that 1958 brought great gains in 
open-heart surgery, I thought: whose hands, hearts, 
and spirit helped make those gains possible? 

I believe so much that those hands typify nursing. 
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Abuse and what appears to be unjust criticism 
and neglect may be tolerated with less unhap- 
piness if the recipient can shift the focus of 
thinking from himself for a moment to the per- 
petrator of the abuse or criticism. If the re- 
cipient can cease for a time the “how-could-he- 
do-this-to-me” line of thought and is not a per- 
son who thrives on collecting injustices, a pitfall 
can be avoided. 


Abuse and criticisms are usually the result of 
an individual's trying to solve an inner conflict. 
If the recipient immediately places the accent 
on himself, it is impossible for him to realize 
that the deliverer is doing the same thing, and 
there is no chance to explain or understand the 
abuse or criticism on the basis of the deliverer’s 
needs and motivations. 

Sorting out the just from the unjust criticisms 


and using a little of this kind of knowledge can 
save much pointless thrashing. 





Improving O. R. Experience 
For the Student Nurse 


By Merlyn Maillian, R.N.* 


If nursing educators have conceived the idea that 
operating-room experience is unnecessary, it is be- 
cause those of us engaged in the field have allowed 
them to do this through our retention of antiquated 
and seldom-changing teaching programs—programs 
which have not kept pace with nursing education 
elsewhere in the student’s curriculum. 


Lillian Sholtis Brunner, in writing her article, 
“The Selection of Learning Experience in the 
Operating Room,” sent a questionnaire to 220 
schools, all on the accrediting service of the Na- 
tional League for Nursing in 1954. One hundred 
ten schools answered. To her first question, ‘““What 


* Operating-room supervisor, Hotel Dieu, New Orleans. 

This article is taken from a lecture given at the sixth annual congress, 
Auee — of Operating Room Nurses, Houston, Texas, February 
-12, 1 1 


is the chief objective of your course in operating- 
room nursing?” 21 did not reply; 59 stated that 
the understanding of aseptic technic was their 
chief objective; 29 used a modifying phrase such as 
“to understand aseptic technic and its application 
to basic procedure.” Only 25 stated objectives that 
focused attention on the role of the operating room 
in total patient care.’ 


Is not the above some proof that our teaching 
programs are antiquated and inadequate? In further 
analyzing the questionnaire, one finds that better 
than one-half of our accredited schools (and this 
does not take into consideration the hundreds of 


1. Brunner, Lillian Sholtis. ‘““The Selection of Learning Experience 
in the Operating Room,” Nursing World, Vol. 129 (December, 
1955) p. 8. 
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other schools) stress the mastering of aseptic tech- 
nic. It is more appalling to realize “that fewer than 
one-fourth are stressing the function of the operat- 
ing room insofar as patient experience is con- 
cerned.”? Since learning experiences are selected 
by objectives of one’s course outline, is it any 
wonder that most courses stress operating room 
technics and the mastering of the mechanics of 
scrubbing and circulating?*® 


Although this paper deals with the actual teach- 
ing program, I would like to comment on who 
will conduct this program. For many years the 
supervisor was the one who did all the teaching. 
Too much emphasis cannot be placed on the 
fallacy of this practice. The supervisor has enough 
work in her own field to accomplish. Supervision 
is a specialty in itself. It is concerned with teaching, 
but this is incidental teaching and is accomplished 
through the motivation and growth of those being 
supervised. Teaching is also a specialty in itself. 
It has been defined as “the instruction, the stimula- 
tion, the encouragement and the guidance of the 
student in order to help her learn.”* If a student is 
to receive this instruction, this stimulation, this 
encouragement and guidance she needs when enter- 


2. Ibid. p. 8. 

5. Ibid. p. 8. 

4. Heidgerken, Loretta, Teaching in Schools of Nursing. Philadelphia: 
J. B. Lippincott Co., (1954) p. 87. 
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ing the field of operating-room nursing, then it is 
imperative she have someone, namely a clinical 
instructor in this specialty on whom she can depend. 

It is my opinion that if the student is to profit 
from her operating-room experience, the clinical 
instructor must have no other responsibility than 
that of the students assigned to this specialty. It 
is a full-time job, particularly if the recovery room 
is also a part of the operating-room experience, 
as it is in many programs. 


With the teaching program in its proper hands, 
we can now consider what the program should 
include to provide the widest range of learning 
experience for the student. The one most important 
single factor affecting this student learning experi- 
ence is the over-all objective set up by the instruc- 
tor in planning her course outline. A suggested 
“hypothetical main objective could be to gain an 
understanding and appreciation of the patient's 
experience in the operating room so that the student 
nurse will be more impressed with the reasons for 
conscientious and individualized preoperative nurs- 
ing preparation and realize the effect on post- 
operative rehabilitation and convalescent care.’ 


If we analyze this objective we will find that “first, 
it is patient-centered and personalized. . . second, 
there is continuity of experience from pre- to post- 


5. Brunner, Lillian Sholtis, op. cit. p. 10. 





operative care third, since our focus is on 
various phases of nursing care, we are in line with 
our ultimate nursing goals.”® 


Since our objective is patient-centered care, 
couldn't we call our course “Operating-Room Nurs- 
ing” and forget the word technic in our course 
title?? After all, technic refers to a manner of arrang- 
ing details to achieve a given procedure, and tech- 
nics will vary with each hospital. 


Mrs. Brunner stated that most of our programs 
as they exist today generously cover the principles 
of sterilization and the creation and maintenance 
of asepsis!® She feels that our course content should 
provide for good coverage of total patient care 
and suggests the following list of topics that might 
be included in the course: 


“Environmental factors 

Reception and greeting of patient 

Physical care and preparation 

Psychological and spiritual assistance (have to 
reassure patient) 


Common behavior problems 


Interpersonal relations (both with patients and 
co-workers) 


6. Ibid. p. 10. 
7. Ibid. p. 10. 
8. Ibid. p. 10. 


Interdepartmental relations 


Safety measures instituted for patient and all 
personnel 


Medico legal problems 
Social and economic factors 


Problems of organization (including time and 
motion studies) 


Team concept. 


Recognition of surgery as the beginning of a 
rehabilitation process.’’® 


This list is impressive. For some of us it may 
seem impractical, but to all of us it can and should 
be a challenge to improve our existing course con- 
tent. Why not incorporate these ideals in our topics 
for discussion and spend less time on the time- 
honored and lengthy discussions of sutures, needles, 
instruments, linens and draping? 


As important as it is to have our course outline 
patient-centered, it is equally important to have 
our teaching student-centered. In line with this 
thought, it might be well to mention that the 
course in operating-room nursing should be taught 
concurrently with the student’s active experience 


9. Ibid. p. 10. 





and should be taught in the operating-room suite 
itself. 


Also, if operating-room nursing is not a division 
of medical-surgical nursing, the student should 
have had classes and experience in this field before 
she reaches the operating room. It is very unfair 
to the student to give her learning experiences 
when she has had no background to make her 
receptive to this learning. 

Our program will be student-centered if we give 
a great deal of thought to the selection of learning 
experiences for our students. It might be helpful 
if one had some guide or principle to follow.!° Such 
principles as: 


1. For a student to learn she must have the oppor- 
tunity to practice. 


2. The experience must produce some form of 
satisfaction. 


3. The learning situation must be within the ability 
of the student. 


4. One learning experience will produce more than 
one outcome. 


5. The same objective can be obtained through 
several experiences. For example, an objective “to 


10. Brunner, Lillian Sholtis. “Student Experiences in the Operating 
Room,” Nursing World, Vol. 131 (May, 1957), p. 9. 
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develop in the student an understanding of sound 
asepsis can be obtained”"' from scrubbing for a 
D and C on Mrs. Jones, circulating for Mr. Smith’s 
hernia, or setting up the tray for Mr. Doe's incision 
and drainage. 


In analyzing the above principle one finds that 
both scrubbing and circulating are involved. This 
is important to note, because the student's assign- 
ment should be made according to that activity 
which has the greater learning experience for the 
individual student. This last principle also allows 
a great leeway in the selection of experience.!? 

The methods of teaching to be used should vary. 
It cannot be denied that some classes must be 
limited to lectures and demonstrations, and return 
demonstrations.'3 But classes must provide an op- 
portunity for the student to investigate and explore 
under the guidance of the instructor. For example, 
a student might present the preoperative care of a 
geriatric patient, a child, an amputee, a patient 
with a gastrointestinal disturbance. 


The operating-room clinical instructor obviously 
cannot function alone in her work. She must plan 
student assignments and learning experiences in 


. Ibid. p. 11. 
. Ibid. p. 10. 
. Ibid. p. 10. 
. Ibid. p. 10. 





accordance with the student’s need and past ex- 
perience. She must work closely with the clinical 
instructors in medical and surgical nursing so that 
work is not repetitious. She must work closely and 
in harmony with the operating-room supervisor 
and head nurse, who in turn will need to help her 
in the supervision of her students when they are 
scrubbing and circulating. 


I am an operating-room supervisor at a 300-bed 
general hospital in New Orleans. We have a school 
of nursing affiliated with our hospital. We have 
one full-time clinical instructor, who is not respon- 
sible for any nursing service, or any classes other 
than those connected with her specialty. She is an 
occasional guest speaker at special classes for the 
medical-surgical division. 


We have for our aim in operating-room nursing 
“to gain the ability to give nursing care to the 
patient in the operating room,” and for our objec- 
tives: 


1. To gain a knowledge and understanding of 
the principles concerned in caring for the pa- 
tient in the operating room. 


2. To gain skill necessary for caring for the 
patient in the operating room. 


3. To become familiar with the functions of 












all who contribute to the care of the patient 
in the operating room. 


Listed below are some of the subjects covered in 
the classroom: 


1. Orientation to the operating room. 
a. Construction 
b. Organization 
c. Economy 


2. Principles of sterile technic and how it 
applies in the operating room. 


3. General preparation needed in the operat- 
ing room, such as materials, equipment, routine. 


4. Nursing care of the patient in the operating 
room. 


5. Principles concerned with anesthesia in the 
operating room. 


6. The use of radioactive material in the oper- 
ating room. 


Students also do nursing-care studies which are 
often presented by the student to the group as a 
class discussion. This care study entails becoming 
acquainted with the patient prior to surgery, being 
with the patient during surgery, and accompanying 
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him to the recovery room. Thereafter, daily visits 
are made until the discharge of the patient. 


Students are responsible for doing a certain 
amount of reference reading over and above that 
connected with the care study. A list is posted with 
each group that arrives to insure that each student 
has an opportunity to scrub or circulate for the 
following learning situations: 
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A Glossary of the Microbe World 


EDITOR’S NOTE: The following glossary, pre- 
pared originally for the International Colloquium 
on Resistant Infections, has been expanded by Dr. 
MacLeod for HOSPITAL TOPICS. We believe it 
is excellent review material for all O.R. nurses. 


Aerobacter aerogenes — a gas-forming organism nor- 
mally found on grains and plants, in water and in 
milk, and in the intestinal canals of man and ani- 
mals. Sometimes causes urinary-tract infections. 


aerobes — facultative: grow best in free oxygen; 
obligate: grow only in presence of free oxygen. 


anaerobes — bacteria that grow best without free 
oxygen; obligate anaerobes require absence of free 
oxygen; facultative anaerobes are indifferent to it. 


bacilli — bacteria having form of straight or slight- 
ly bent rods. 


bacteria — microscopic, unicellular organisms that 


*Medical director, Eaton Laboratories. 


By Paul F. MacLeod, M.D.* 


reproduce by fission and do not contain photosyn- 
thetic pigments. 


bacteriophages — believed to be filtrable viruses; 
various ones are parasitic on specific strains of 
bacteria. 

Candida (Monilia) albicans—a_ yeastlike fungus 
which causes infections of the mucous membranes 
of the mouth (thrush) and the vagina, of the skin, 
intestines, nails, and respiratory system. Candida 
is also found quite often in the normal mouth and 
intestinal tract, a fact which makes it difficult to 
establish its exact role in the diseases. 


cocci — bacteria of spherical shape. 


coliform bacilli— include Escherichia coli, Aero- 
bacter aerogenes, paracolon bacilli, and Klebsiella 
pneumoniae. Gram-negative. 


cytoplasm — protoplasm within bacteria cell, not 
including nucleus; site of major metabolic activities. 
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Enterobacteriaciae — the enteric family of bacteria 
which includes the coliform bacilli, the Proteus, Ser- 
ratia, Salmonella and Erwinia genuses. Many of 
these are pathogenic for man and cause various 
diseases in the gastrointestinal as well as the 
urinary and respiratory tracts. 
enzymes — compounds produced by living organ- 
isms to catalyze chemical reactions involved in 
- metabolism; often named by adding -ase to sub- 
stance (substrate) on which they act; for instance, 
penicillinase, which acts on penicillin. 
Escherichia coli — gram-negative rod normally in- 
habiting intestinal tract; sometimes causing uri- 
nary tract infections and infantile diarrhea. 
fungi — mushrooms, toadstools, smuts, rusts, molds. 
yeasts, mildews. Lacking chlorophyll, they are heter- 
otrophically unable to synthesize food from simple 
substances. Many are microscopic and unicellular; 
some are pathogenic. 

gram - negative, gram - positive — reactions of bac- 
terial cells to a staining procedure, in which a 
violet stain is fixed with an iodine solution, then 
washed with alcohol and restained with a red dye. 
Gram-positive organisms retain initial violet dye; 
gram-negative organisms are decolorized by alco- 
hol and take up red dye. 
heterotrophic — requiring organic compounds as 
source of carbon and energy. 
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Klebsiella pneumoniae—commonly known as Fried- 
lander’s bacillus. A species of nonmotile, gram- 
negative rods belonging to the enteric family of 
bacteria. Found in lungs in cases of lobar pneu- 
monia and other acute inflammations of the respira- 
tory tract. There is sometimes some confusion be- 
tween this organism and Aerobacter aerogenes. 


microbes — unicellular forms of Jife generally, in- 
cluding bacteria, rickettsiae, viruses, fungi, and 
protozoa. 


Monilia — genus of parasitic fungi which may ap- 
pear in intestinal tract or elsewhere as overgrowth 
during antibiotic therapy; modern name is Candida. 


Mycobacterium tuberculosis — nonmotile, acid-fast, 
gram-positive rods; causative agent of human 
tuberculosis. 


Paracolon bacilli (Paracolobactrum sp.) — often 
found in feces during attacks of gastroenteritis. 
Since this group does not have characteristic anti- 
genic properties, members are often difficult to 
identify. 

parasites — organisms that live off living tissues 
of other organisms. 


phage-typing, bacteriophage-typing — identifying 
strains of bacteria by their susceptibility to various 
bacteriophages, deposited in sequence on a seeded 








culture; an epidemiologic tool for studying bacteria 
from related sources to identify reservoirs of in- 
fection and routes of transmission. Staphylococci 
of phage-types 80/81 (susceptible to phages num- 
bered 80 and 81) are involved in many nursery and 
other epidemics throughout the world. 


Proteus — genus of gram-negative, variously shaped 
rods, mobile with multiple flagella; inhabit intes- 
tinal tract; ferment carbohydrates; decompose urea. 
Proteus vulgaris, mirabilis, rettgert and morganii 
cause urinary-tract and other infections. 


Pseudomonas aeruginosa —a species of gram-nega- 
tive rods, motile with single flagella; inhabit intes- 
tinal tract; do not ferment carbohydrates nor 
reduce nitrates; form round, moist, glistening col- 
onies; diffuse bluish-green pigment into medium; 
highly resistant to most antibiotics; involved in 
refractory urinary-tract infections; may cause pneu- 
monia in debilitated patients receiving penicillin. 
rickettsiae — small micro-organisms usually occur- 
ring as intracellular bodies; cultivated outside host 
only in living tissues and embryonated chicken 


eggs. 


Salmonella — another genus of enteric bacteria. 
Gram-negative rods, easily cultivated on ordinary 
media. Salmonella causes enteric fevers (such as 
typhoid fever), gastroenteritis, and septicemias. 


saprophytes — organisms that live on dead plants 
and animals by breaking down chemical con- 
stituents. 


Shigella — nonmotile, gram-negative rods (of the en- 
teric family of bacteria). Cause of bacillary dysen- 
tery in man. 

size of bacteria— varies over wide range; length 
of two microns and diameter of half a micron might 
be typical. A micron is a millionth of a meter; 
12,500 bacteria stretched lengthwise would extend 
about an inch. 


spirilla — spiral-shaped bacterial cells. 


spores — inactive resting forms produced within 
protoplasm of certain bacilli; highly resistant to 
desiccation, heat, cold, and chemicals; have been 
known to survive for decades. 


Staphylococcus aureus (formerly called M. pyo- 
genes var. aureus) — spherical, gram-positive, non- 
motile cocci, often in grapelike clusters (CE., 
staphule, Gr.: grape), which forms a golden yellow 
pigment (whence aureus) on solid media. Inhabits 
air, water, surface of body, mucous membrane, and 
nasopharynx; outstanding cause of furunculosis, 
pyemia, osteomyelitis, suppuration of wounds, and, 
with increase in antibiotic-resistant strains, of 
grave systemic infections. Optimum rate of cell 
division: every 20 minutes. Ferment carbohydrates, 
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liquefy gelatin. Coagulase-positive (clot blood plas- 
ma). They elaborate toxins which can spread 
through tissue barriers within a wound and entero- 
toxin which figures importantly in gastroenteritis 
and food poisoning. Can multiply within leukocytes 
and liberate themselves; remain viable for weeks 
when dried in pus or on bedding. Some are hemo- 
lytic. 


streptococci— genus of gram-positive cocci with 


tendency to form chains. Streptococcus pyogenes is 
distinguished by hemolysis; Streptococcus viridans, 
by greening of blood agar. 


viruses — ultra-microscopic infectious agents, 10 to 
150 millimicrons in diameter and consequently ca- 
pable of passing through pores of porcelain filter. 
Considered to be molecules of nucleoprotein. Iden- 
tified by host-range filtration and immunologic re- 
sponses of infected animals. 


Pelvic Evisceration, Burn Care 


Subjects at ACS Nurses’ Sessions 


Pelvic Evisceration 





Surgery Offers Hope of Saving 
Patients with Advanced Lesions 
Factors to Consider Before 
Deciding on This Operation 


Surgery, regardless of technical refinements, is not 
a final solution to the problem of cancer but 
does offer opportunity to salvage patients with 
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advanced lesions previously thought to be beyond 
correction. 


Before a decision is made to do the extensive 
surgery of pelvic evisceration, several factors must 
be considered, including increased morbidity and 
mortality and the chance of crippling. The sur- 
gery can only be justified if previous, less primitive 


attempts at cure have been unsatisfactory. There 
must be some basis for expecting benefit for the 








patient. Both pathological and anatomical aspects 
must favor recovery. There must be some correla- 
tion between the type and extent of pathology 
and the chance of ultimate benefit. 

An example of a logical choice for this ex- 
tensive surgery is the patient with carcinoma of 
the colon. The lesion is slow-growing and metas- 
tasizes to lymph nodes which are accessible. 


In advanced carcinoma of the cervix, the lesion 
of greatest importance for this type of surgery, 
the mortality rate has dropped from 20 to five 
percent — an improvement that can be credited to 
better technics, better anesthesia, better operating- 
room management, and classical teamwork from 
start to finish. 

One must also know when to decide against 
this kind of surgery. For example, when cancer 
of the prostate is involved, metastases are almost 
always to the bone, and surgery achieves nothing. 


Morbidity and mortality are weighed against 
the chances of prolonging comfortable life, the 
patient’s remaining longevity, his mental and 
psychological make-up, and the extent to which 
he might burden his family. There are often 
abstract and philosophical reasons for withholding 
surgery. 


The patient must know what the surgery in- 
volves and what to expect postoperatively, espe- 


cially if mutilation and changes in body function 
will result. One can really only advise this sur- 
gery; one cannot urge it. 


It is exhausting and frustrating surgery to per- 
form. No one really likes to do it. However, for 
the present and the immediate future, it does 
have a proper role in therapy if properly done 
under carefully controlled conditions. — Eugene 
M. Bricker, M.D., associate professor of clinical 
surgery, Washington University School of Medi- 
cine, St. Louis. 


Chaplain Serves as Counselor, 
Encourages Patient’s Faith 


Every intimate of the patient scheduled for pelvic 
evisceration must know what the surgery involves 
and what activity will be possible in the future. 
Often the whole family needs counseling but will 
be loathe to take up the time of the surgeon with 
questions. The chaplain can give an impression 
of having nothing else to do but answer those 
questions. 


Brief explanations are no good. One can never 
be sure how much detail gets through to the 
listener. Often a revisit will expose great gaps in 
understanding. 


The patient’s faith must be encouraged — faith 
that will survive a possibly discouraging prog- 
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nosis. There may be a time-consuming build-up of 
faith preoperatively; consent to surgery may be 
given only after many hours of counseling and 
advice. If, after all this, the announcement is made 
postoperatively that the surgery was impossible, 
faith and hope in the patient may come to an 
abrupt and tragic end. 


In the patient’s mind will always be the ques- 
tion, “What is left to live for?” The astute, 
thoughtful counselor will be on the lookout for 
specifics early in the counseling sessions with 
which to meet this inevitable question. A stock 
answer is never good. 


The relationship between patient and chaplain 
need not end with surgery. There are often great 
needs for counseling in the postoperative months, 
and the patient should be made to feel free to 
seek help at any time. — George A. Bowles, D.D., 
chaplain, Barnes Hospital Medical Center, St. 
Louis. 


Anesthesiologist Reassures Patient, 
Makes Postoperative Course Easier 


Because of the diseases involved and the magni- 
tude of surgery, these patients fall into a special 
category requiring a special philosophy of manage- 
ment. Preoperatively, the anesthesiologist’s chief 
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interest is to put the patient at ease about the 
anesthesia, the surgeon, and the surgery. 


The anesthesiologist-surgeon team relationship 
is described to the patient as one of long standing 
and mutuality of efficient cooperation. The pa- 
tient is complimented on the choice of surgeon. 
The anesthesiologist makes it clear that he con- 
siders the patient’s surgeon the “best.” 


On the day of surgery, everything is done to 
spare the patient mental and physical discomfort. 
If the surgeon is delayed, anesthesia is held off 
until he arrives and the patient sees “the” doctor. 


During surgery, the patient’s blood pressure is 
usually lowered to cut down on blood loss. The 
transfusion requirement is dramatically lessened; 
the duration of surgery is shortened, and the post- 
operative course appears to be smoother. 


Any extra movement of the patient immediately 
after the operation should be discouraged to avoid 
threatening the patient with vascular collapse. 
Transfer from the operating-room table directly 
to bed is encouraged to circumvent the extra 
handling incidental to the use of a litter. — Robert 
B. Dodd, M.D., professor of anesthesiology, Wash- 
ington University School of Medicine and anes- 
thesiologist-in-chief, Barnes Hospital Medical Cen- 
ter, St. Louis. 

















Nursing Plan for Rehabilitation 
Begins with Recovery-Room Care 


Recovery-room care for this group of patients 
includes the classic technics of maintaining a 
patent airway, positioning to prevent aspiration, 
watching vital signs closely, turning and rebreath- 
ing to prevent pulmonary complications, and 
careful checking of dressings. 


The recovery room is the beginning phase of 
a total nursing-care plan aimed at rehabilitating 
the patient. The recovery-room nurse patterns her 
patient responses to be particularly encouraging. 
— Mildred Brocksmith, R.N., supervisor, recovery 
rooms, Barnes Hospital, St. Louis. 


Postoperative Care: Detailed Answers 
Needed to Patients’ Questions 


The abdominal incision is usually closed with a 
drain through the perineum. There will be pro- 
fuse drainage for the first few days. Dressings 
must be changed often to protect the skin. 


Until the sutures are removed and the skin sur- 
face is smooth, it will be difficult to control the 
urine bag. Instead of being removed frequently 
immediately after surgery, the bag is left in place 
as long as it stays. Colostomy irrigations begin 
three or four days postoperatively. 











As soon as the patient is strong enough, these 
are done in the bathroom. For a while they will 
be messy and unpleasant, and the patient must 
be reassured that with time, the irrigations will 
be simple, relatively clean, and amenable to 
regulation. The patient is impressed with the 
need for doing irrigations at the same time each 
day. 

About the fourth day, the questions from the 
patient begin. Her rehabilitation and adjustment 
begin with the first question. If a private-duty 
nurse is not on the case, someone on the floor 
must be interested enough to see that the ques- 
tions are answered in detail. No matter how 
detailed the preoperative explanation, the actual 
fact of surgery is still difficult to grasp. 


The patient is encouraged to do as much for 
herself as possible. By the time of discharge, she 
should understand her situation and be able to 
care for herself and to orient to her home situ- 
ation within her postoperative limitations. — Opal 
Miller, R.N., private-duty nurse, St. Louis. 


Discussion 


Q. If the patient is kept in a hypotensive state 
during surgery, can blood be administered as indi- 
cated, or will it cause bleeding? 
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DR. DODD:: The patient's blood pressure is kept 
lowered only until the resection is finished. The 
blocking agent is shut off at this point, and the 
patient returns to a normal bleeding level within 
20 minutes. If the blood pressure does not return 
promptly to normal limits, blood is pumped into 
the patient. If the team is confident that blood 
replacement has been adequate, a search for bleed- 
ing points is undertaken. 


Q. How much does the ileal bladder hold, and 
how much control does the patient have? 


DR. BRICKER: The ileal bladder does not hold 
anything. The patient has absolutely no control 
and yet complete control of the bag over the ileal 
stoma. The ileum serves as a conduit to carry 
urine. A peristaltic wave carries 15 or 20 cc. to 
the bag. The bag covering the stoma is clean and 
odorless and can be emptied by the patient at 
will. 


Q. Do the bags require any special care? 


MISS MILLER: Cement-adhesive is removed with 
ether or benzene; the bag is washed with soap 
and water. All traces of benzene must be removed 
to avoid deterioration. The ileal bladder requires 
no special care. The skin around the bladder is 
cleaned and coated heavily with tincture of 
benzoin. Cement is applied to both skin and bag; 
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when partially dry, the two are pressed together. 
Q. What agent is used to induce hypotension? 


DR. DODD: There are many ways and agents for 
inducing hypotension. The inhalation anesthetic, 
Fluothane, is one, but deep anesthesia is necessary 
to produce hypotension. Because we prefer to carry 
the patients as lightly as possible, we choose an 
intravenous blocking agent. 


Q. How early do these patients get up postopera- 
tively? 


DR. BRICKER: Early ambulation is not possible 
because of.the many drainage tubes, the patient’s 
sore bottom, and other factors. These patients 
are usually up by the third or fourth day. The 
lack of ambulation is compensated with leg exer- 
cises in bed, frequent turning and rebreathing, 
and so forth. 


Q. What maintains an adequate blood supply to 
the ileal segment? 


DR. BRICKER: The segment has its normal 
blood supply. One is very careful during surgery 
to avoid injury to the blood supply. 


Q. Are the external genitalia removed when this 
operation is performed on men? 


DR. BRICKER: No. When the rectum is re- 














moved, the anus and perianal skin are removed, 
but the external genitalia are not involved in the 
surgery. In women, the external genitalia are 
removed, but whenever possible, normal rectal 
function is preserved. 


Care of Burns 





Four Phases in Exposure Method 
For Treating Burned Patient 


There are four phases to the open or exposure 
method of treating the burned patient — the 
method in which the patient is placed on sterile 
sheets and the burned surfaces are exposed to 
the air with no dressings or medication on them. 


In the first 48 to 72 hours of treatment, the 
patient is in the shock phase. Most hospitals 
are alerted ahead of time when a burned patient 
is expected and thus have time to prepare for 
therapy. On his arrival, the extent of burn is 
calculated, using the “rule of nine.” Sections 
of the body are divided into percentages of nine 
and multiples of nine. Thus, the head is nine; 
each arm is nine; the anterior thorax is 18; the 
posterior trunk is 18, and each leg, toe to groin, 
is 18. ; 


Knowing the percentage of body burned gives 
the physician an idea of the severity of the prob- 





lem and a basis for calculating the administration 
of intravenous fluids. 


The patient is then placed on sterile sheets. 
No dressings are applied. The one exception to 
this rule is the hand. Here, recovery seems to 
be better if the hands are wrapped in a position 
of function and suspended from gravity poles to 
reduce the amount of edema. The elbows rest on 
the bed, to avoid discomfort in the patient's 
shoulders and to keep bandages from peeling off. 


One cutdown is routine, and two may be nec- 
essary to maintain adequate intravenous fluids. 
Liter flasks of 5% glucose in normal saline should 
be on hand when the patient is admitted. Im- 
mediate laboratory work should include typing, 
cross-matching, a red-cell count, and a hematocrit 
determination. 


Oral feedings are withheld because nausea is 
common and vomiting is difficult to control. The 
patient in shock is extremely thirsty. Sips of 
hypertonic saline solution, made by adding one 
teaspoon of common table salt and three table- 
spoons of soda bicarbonate to 1,000 cc. of tap 
water, will combat the thirst and provide some 
of the necessary electrolytes. Chilling and flavor- 
ing the mixture makes it more palatable. If 
there is no nausea after 48 hours, feedings can 
be increased. 
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The greatest contribution the nurse makes in 
the care of these patients is keeping an accurate 
record of urinary output. An indwelling catheter 
must be used, and the output must be checked 
every hour during the first 48 hours. 


Output must be maintained at 25 to 50 cc. 
per hour in this period. If output is not at least 
25 cc. per hour, the patient can be assumed to be 
in shock. Renal shutdown does not occur in the 
first 48 hours; hence, the patient is merely being 
inadequately treated if urinary output decreases. 

Intravenous fluids fall into two main categories 
— electrolytes, such as potassium and sodium 
chloride, and colloids, such as whole _ blood, 
plasma, or expanders. Dextran and expanders 
should be used only when plasma and whole blood 
are not available. 


The usual vital signs must be checked, includ- 
ing the blood pressure if possible. Sedatives and 
narcotics are routinely given intravenously to 
avoid the cumulative effect that might result as 
edema reduces from sudden absorption of drugs 
injected in the subcutaneous spaces. 


Antibiotics should be given during the first four 
or five days. Penicillin appears to be the drug 
of choice. After the initial phase of treatment, 


antibiotics are used only as indicated by bacterio- 
logical studies. 
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A bed cradle is used over the patient — but not 
a heat cradle, because it encourages bacterial 
growth. A clean sheet can be used over the cradle. 
If the patient needs more cover, a cotton blanket 
is used. Wool blankets which shed lint are not 
used. 


The bed linen is not changed during the first 
two days. If there is so much exudate that it is 
absolutely necessary to change the linen, the 
nurses must wear gowns and gloves to protect 
themselves. Handscrubbing both before and after 
care must be fastidious. 


A rolling stainless steel cart equipped with 
all the supplies necessary for caring for the 
burned patient is kept isolated and locked so that 
its contents will be available when needed rather 
than dissipated to routine uses. The cart is 
equipped with sterile gloves, sterile sheets, sterile 
catheters, drainage bottles, syringes and needles, 
cutdown trays, tracheotomy sets, polyethylene 
catheters, tubes for laboratory work, medicated 
fine mesh gauze, Ace bandages, tape, 5% glucose 
in normal saline, and whatever else experience 
dictates to be necessary. 


In the pre-grafting phase (from three or four 
to 21 to 25 days after the burn) the linens are 
changed daily. Nurses use good technics of com- 
municable disease control. About 30 to 45 min- 








utes before the bed is made, the patient is given 
a narcotic. 


By about the third or fourth day, the patient 
is hungry, and oral feedings in the form of liquids 
are begun. By the end of the first week, he may 
be on a high-carbohydrate, high-protein diet. 


Diet is very important after the first week to 
avoid severe nitrogen imbalance. Protein supple- 
ments are not good substitutes for a well-rounded 
diet. Use of a nasogastric feeding tube is routine 
in almost all burned patients, and supplements 
can be given through it. 


Feedings must start with a few cc. and increase 
gradually. Rapid starting results in severe diar- 
rhea. The patient should be fed a regular diet 
and given nightly supplements on the hour 
through the night until around 4 a.m. They are 
stopped at that time to give him an opportunity 
to develop an appetite for breakfast. 

On the fifth or sixth day, diuresis occurs — 
often as much as 1,000 cc. in an hour— but it is 
no cause for alarm, because the body is excreting 
stored fluids. Dehydration does not result. 


Positioning the burned patient to avoid pressure 
sores is important. All the skill of the nurse in 
using rubber rings, Foster beds, and alternating 
air-pressure mattresses is called upon to avoid 





these unpleasant sequelae. The mattresses are 
very useful and have plastic covers which make 
washing and disinfecting possible. 


The patient can be ambulatory in his room if 
the burns are above the trunk. 


In the grafting phase, debridement is done and 
granulation begins. —The wound is treated as any 
other surgical wound and is dressed accordingly. 


If transporting the patient to the operating 
room causes great pain, he should be taken in bed 
to avoid the extra handling necessary when a 
litter is used. Before the patient is transferred 
to the operating table, analgesia is begun. Anal- 
gesia is used instead of anesthesia because pre- 
medication is unnecessary and meals need not be 
withheld. 


The fact that meals need not be omitted is 
particularly important in caring for patients in 
whom good nutrition figures so prominently in 
recovery. When dressings are done every three 
days and the incidental meals are withheld, the 
best nutritional program is frustrated. All through 
the grafting phase, nutrition is vital because grafts 
will not “take” in the patient who is poorly nour- 
ished. Food habits may have to be studied in these 
patients, and members of the family may have to 
come in to urge the patients to eat. 
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In this phase of therapy, the hemoglobin should 
be maintained at 11 gms. and transfusion given 
when indicated. Grafting may be completed 
within four to six weeks after it is started, or nine 
to 12 weeks after admission. 


In the convalescent phase, therapy in the Hub- 
bard tub, with a detergent such as Vel added to 
the water, is very useful in keeping the surfaces 
clean. The purposeful activity of daily therapy 
is good for the patient’s morale. Small, open, 
granulating surfaces are kept covered with medi- 
cated fine mesh gauze. 


Hospitalization for these patients can be fig- 
ured at 1.5 days for each one percent of body 
burned. The patient with a calculated burn of 
30 percent could be expected to remain in the 
hospital for 45 days. 


Legs are wrapped for three months after the 
burn occurs to avoid edema. No cosmetic repair 
in any burn is considered until contractures are 
complete, usually three to six months after the 
burn. — Thomas ]. Baker, M.D., clinical assistant 
professor of surgery (plastic), University of Miami 
School of Medicine, Miami. 


SURGERY AND SURGICAL NURSING. Third Edition. By 
Edward S. Stafford, B. A., M. D., F.A.C.S., and Doris Diller, 
B.A., M.A., R.N. Philadelphia, Pa.: W. B. Saunders Co., 
1958. 469 pp. 

Organized to present the subject of surgical nurs- 
ing to parallel the developing experiences of the 
surgical nurse, this book is an excellent guide for 
student nurses or reference book for instructors 


and R.N.’s. 

Broad general principles of surgery and _pre- 
and postoperative care that can be applied to all 
patients are related in the first chapters. Informa- 
tion is included on wounds and healing, surgical 
infections, and general preoperative and postoper- 
ative care, 

The second section narrows into the more 
specific nursing categories, such as caring for the 
geriatric surgical patient, or nursing involving 
specific parts of the anatomy such as the breast, 
heart, or eye. 

Preoperative and postoperative care for each 
specific category is discussed. Information is liber- 
ally illustrated. 


A list of references is provided at the end of each 
chapter. 









Efficient Organization in 


the Operating Room 


By John H. Gorby* 


@ Probably in no other area of the hospital is 
nursing’s responsibility for the welfare of the 
patient more dramatically highlighted than in the 
operating room. Here, immediately before, during, 
and after surgical procedures, the survival of the 
patient depends to a considerable extent upon the 
efficiency and effectiveness of the nursing service 
provided. 


UNIT RESPONSIBILITIES 


The operating-room nursing unit is responsible 
for the care of the patient from the time he arrives 
until the time he returns to the nursing floor. The 


This article is one in a series on hospital organization, based on 
lectures given at meetings of the Association of Western Hospitals 
and allied state groups 

*1816 Lincoln Ave., San Diego 3, Calif. 


period includes time under anesthesia up to and 
including the stay in the operating room imme- 
diately after the surgical procedure has been com- 
pleted. 


Among the responsibilities of the nursing unit 
are: 

Making sure that all instruments and linens have 
been properly sterilized. 

Sanitation of the entire suite. 


Scheduling operations and maintaining sched- 
ules. 


Allocating nursing personnel to surgical teams. 
Ordering supplies. 


All matters relating to smooth work flow and 
eficient management of the operating room. 
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Generally the chiel of surgery is responsible for 
methods and technics used in the operating suite. 


There is some overlapping, however, in that the 
anesthesiology department is responsible for admin- 
istration of anesthesia. Consequently, this depart- 
ment is also concerned with treatment and care of 
the patient from the operating suite to return to 
his unit 


Definition of responsibilities of operating-room 
supervisor, surgeon, and anesthesiologist, therefore, 
is sometimes difficult. 


The operating-room supervisor usually assigns 
personnel to the different operating rooms and 
provides training for procedures and technics 


The surgeon is in complete charge and has com 
plete responsibility for the patient in the operating 
room. In addition, he is responsible for refinement 
of procedures and technics insofar as actual sur 
gery is concerned, He exercises detailed supervision 
and direction of operating-room personnel during 
the actual surgery. 


The anesthesiologist supervises nursing personnel 
during induction of anesthesia and just after the 
incision is closed. 


However, varying situations and conditions in- 
evitably cause variations and shifts of these specific 
responsibilities. 
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Staffing the operating-room suite depends on its 
work load. This can be determined by various fac- 
tors—time required for preparation of operating 
room, time of anesthesia (from beginning of 
anesthesia to incision), operating time (from open- 
ing of incision to closing), and operating room 
cleanup and preparation time (from end of one 
operation until room is ready for the next). 


CLEANUP TIME 


Cleanup and preparation time should not aver- 
age more than 15 to 20 minutes. One large hospital 
found it could schedule eight additional hours of 
operating time simply by reducing operating-room 
cleanup time from 36 to 20 minutes. The saving 
made it unnecessary to set up an additional oper- 
ating room. 


Operating-room records are helpful in analyzing 
this problem. A log should be kept of all proce- 
dures performed, in consecutive order. This should 
list such details as time of patient's arrival from 
nursing unit, patient's name, names of surgeon, 
assistant surgeon, and anesthetist, the preopera- 
tive diagnosis, the postoperative diagnosis, the 
anesthesia used, the time the anesthesia was started, 
the time the incision was made, the time it was 
closed, the time the patient left, and the time the 
operating room was ready for the next patient. 












- NONPROFESSIONAL TASKS 


The inexcusable tendency to use graduate nurses 
on non-professional tasks is particularly apparent 
in operating rooms. This sometimes takes the form 
of “busy work” designed to keep operating-room 
personnel from being idle. But there is no need 
for nurses to measure and cut sutures from spools— 
not when every size or consistency of prepacked 
suture can be bought more cheaply than sutures 
on spools. The cost saving is entirely apart from 
the saving in the labor of cutting, measuring, and 
preparing. 

Furthermore, nonprofessional personnel should 
be used for cleaning instruments, preparing packs, 
and other duties. 


- MAXIMUM USE OF ROOMS 

The perfect situation exists when operating 
rooms are constantly occupied except for cleanup 
time. 

There are three chief reasons why hospitals fail 
to achieve perfection in synchronizing operating- 
room activities. 

(1) Overestimates or underestimates of the 
amount of time an operation will actually require. 


(2) Failure of surgeons and anesthesiologists to 
keep to their schedules. 





(3) Cancellation of scheduled operations at the 
last minute, for a variety of reasons. 


One way to cope with this problem is to dem- 
onstrate to medical and administrative staffs how 
a poorly-synchronized schedule disrupts smooth, 
efficient functioning, and what its economic im- 
pacts are—to say nothing of the personal incon- 
veniences which arise from it. Use of the form 
below may help to improve the situation. 


OPERATING ROOM UTILIZATION FORM 
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Such a form makes available information which 
can be translated into the kind of chart shown 
on the next page. 
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DATE FEG. IST 1954 


OPERATING ROOM NUMBER } 


TIME O.R, READY 
PATIENT IN O.R, ROOM 
TIME OF ANESTHESIA 
TimE OF OPERATION 


SCHEDULED 


OPERATING ROOM MNUMBER 2 





TIME O.R, READY 
PATIENT IN O.R, ROOM 
TIME OF ANESTHESIA 
TIME OF OPERATION 


SCHEDULED 


OPERATING ROOM NUMBER 3 





TIME O.R, READY 
PATIENT IN O.R, ROOM 
TIME OF ANESTHESIA 
TIME OF OPERATION 


SCHEDULED 
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With a chart like this, emphasis can be placed 
on such steps as recording all operating-room can- 
cellations caused by admission failures attributable 
to a bed shortage. Evidence of such failure points 
up the need for better coordination between ad- 
missions and operations. One easy way to achieve 
this is to set up a direct intercommunication sys- 
tem between the admissions office and the operat- 
ing-room supervisor. 

Of course, there is not much an operating-room 
supervisor can do about lateness of the surgeon. 
Nor can she vary patterns of delivery of patients 
to operating rooms. But she can make the facts 
available to the chief of staff or to the hospital 
administrator, either or both of whom have the 
necessary authority to apply appropriate discipline. 
——SURGEONS’ ESTIMATES 

One way to improve surgeons’ estimates of the 
operating-room time they require is to have them 
state the time needed when they request an oper- 
ating room. 


A 5x 8 card can be kept for each surgeon. On 
it there can be entries for such data as estimated 
time needed, type of operation, time started, time 
completed, and actual time of performance. Such a 
card gives a compact indication of the promptness 
of each surgeon as well as a check on the accuracy 





of his estimates. It can be prepared in the following 
form, as shown on page 78. 


With such information available, the operating- 
room supervisor can make allowances for the ten- 
dencies of various surgeons to over- or under- 
estimate their time requirements. 


Some supervisors find they can work out an 
average time per operation according to its type 
and kind as given on these cards. Such information 
is helpful. 


The system should be used with restraint, how- 
ever. It is not suggested that a stop-watch approach 
be applied to surgeons performing operations. But 
careful use of averages and efforts to improve es- 
timates of time will lead to improved utilization of 
operating rooms. 


ilies —— MINIMUM STANDARDS 


Efficient organization in the operating room as- 
sumes three basic conditions—an integrated physical 
area, the existence of standards, and the applica- 
tion of these standards by trained personnel in 
such a way that there is no appreciable waste of 
skills, supplies or utilities. 

The American College of Surgeons, in its orig- 
inal program of approval of hospitals, established 
certain minimum standards for the operating-room 
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SURGEON Montgomery, Edison G. 


SURGEON’S RECORD CARD 





TYPE OF OPERATION 


TIME 
STARTED 


TIME 
COMPLETED 


SCHEDULED 
STARTING TIME 


ACTUAL TIME OF 
PERFORMANCE 


ESTIMATED 
TIME 





Herniotomy 


8:10 


9:50 


8:00 


1:40 


1:30 





Hysterectomy 


1:25 


1:00* 


2:25 


2:10 





Appendectomy 


2:35 


2:20 


0:35 


0:30 





Thyroidectomy 


8:00 


2:30 





Closed Reduction — Tibia 


Emergency 


Emergency 









































* Delay not due to surgeon. 
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area. These standards continue to be definitive. 
Among other things, they call for the administra- 
tion of the surgical unit to be under direction of 
a competent registered nurse with executive ability 
who is especially trained in operating-room man- 
agement, with an adequate number of assistants 
and other personnel to carry on the work of the 
department. 


The surgical division of the medical staff is 
required to be organized so as to exercise adequate 
supervision and definite control over the surgery 
done in the hospital. This presupposes a chief of 
surgery responsible for general supervision of the 
professional activities of the department. It also 


presupposes a tissue committee and a surgical eval- 
uation committee. 


Minimum organization, therefore, in a commu- 
nity hospital operating room calls primarily for an 
operating-room supervisor who should be a skilled 
registered nurse. Under her immediate direction, 
for each operating room, there should be a mini- 
mum of two registered surgical nurses and as many 
additional aides, orderlies, licensed vocational 
nurses, and other nonprofessional personnel as the 
surgical load of the institution may justify. 


Minimum staffing of an operating unit calls for 
at least three registered nurses with surgical train- 


ing, one of them classified as the operating-room 
supervisor. 
ner ————ROLE OF SUPERVISOR 
The exact position occupied by the operating- 
room supervisor in a hospital’s organization chart 
is a matter on which there are few settled opinions. 
One school of thought holds that the operating- 
room supervisor is an independent department 
head, comparable to a_ radiologist or physical 
therapist, for example, and as such should have 
equal standing with the director of nurses insofar 
as administration is concerned. 


This school contends that the uniqueness of the 
operating-room nurses’ function makes for a nat- 
ural separation between it and the general nursing 
function of the hospital. It is pointed out that 
there seems to be no valid reason for referring 
day-to-day problems found in surgery to the 
nursing office, which, in many cases, is neither 
equipped to handle nor interested in such matters. 
For all these reasons, it is felt that better liaison is 
achieved by giving the operating-room supervisor 
department-head status. 

The other school of thought, which apparently 
is in the majority, holds that operating-room 
nursing is simply a specialized branch of nursing 
and that the operating-room supervisor should be 
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under the director of nurses. Since the nurse in 


charge of a particular shift is actually the repre- 
sentative of the director of nurses and is the senior 
officer present, it would follow that the operating 
room supervisor should probably be responsible 
to the nurse in charge of the shift. 


——————QUALIFICATIONS OF SUPERVISOR 

Certain qualities, apart from training and experi- 
ence, are a must in the operating-room supervisor. 

Administrative ability is essential, even though 
most of those selected as operating-room super- 
visors are chosen for their demonstrated efficiency 
as operating-room technicians. Actually, at least 50 
per cent of the time of the operating-room super- 
visor is spent as part of the surgical team. This 
circumstance makes it impossible for her to do her 
administrative job effectively. 

Except in emergencies, the operating-room super- 
visor should not participate actively as a member 
of the operating-room team. She should function 
chiefly as administrator and director, not as an 
operating-room technician. 


Of course, in hospitals with 150 beds or less, or 
with six nurses or fewer in the operating suite, she 
may have to participate in surgery. 

The responsibility of the operating-room super- 
visor is to direct and supervise nursing and related 
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activities in the hospital operating room. 

This general responsibility involves assignment 
of staff, instrument setups, layout of tables for 
various procedures, and consideration of surgeons 
requirements in relation to available supplies. The 
supervisor must prepare general procedures and 
list requirements of each operating surgeon for 
each type of operation performed, and make sure 
that packs are standardized, as well as the draping 
of the patient for each operation. 

By daily reports, daily conferences, or other 
methods, the supervisor should inform her staff of 
new procedures, administrative changes, special 
instruments or sutures required for scheduled oper- 
ations, and problems in asepsis. 

She should have discussions with the operating- 
room staff on major problems and surgical proce- 
dures, She should conduct orientation and inservice 
training programs to provide good patient care and 
efficient aid to the surgeons, by insuring observance 
of aseptic technic and acquainting personnel with 
proper methods and technics before they partici- 
pate in operative procedures. 

In addition, the operating-room supervisor must 
always see to it that the operating room is scrupu- 
lously clean. She has to coordinate operating-room 
activities with those of other hospital departments 
and those of the medical staff. 








The operating-room supervisor must cooperate 
with the purchasing department in the selection 
of new instruments, supplies, and equipment and 
in the experimental use of these items. She should 
participate in formulating administrative personnel 
policies pertaining to the operating-room area. She 
has to be responsible for the required records and 
reports, including work performance. 


Administrative and technical supervision over 
the nursing program of the group, interpretation 
of operating procedures and policies, and review 
of work performance of nurses to determine con- 
formance to recognized standards are all responsi- 
bilities of the operating-room supervisor. 


She must also provide efficient assistance to sur- 
geons and meticulously watch observance of aseptic 
technics by medical, nursing, and auxiliary per- 
sonnel. She should investigate and study trends and 
developments in nursing practices and technics, 
evaluating their adaptability to the needs of the 
surgical nursing program. She should develop, de- 
vise, and adapt work technics and methods for 
resolution of unusual or complex nursing prob- 
lems. 


Finally, the operating-room supervisor must ac- 
tively participate in planning with other depart- 
ment personnel to provide maximum patient care, 


and assist or direct courses in operating-room 
technic for student nurses and others. 





SCHEDULING 

Scheduling of all operations should be done by 
the surgical supervisor or by her assistant. 

Safeguards are necessary to insure against opera- 
tions being performed by doctors with no surgical 
privileges. The surgical supervisor should be pro- 
vided with a card index file, constantly kept up to 
date, showing the privileges held by any doctor on 
the staff who has surgical privileges. If there is any 
doubt in her mind, the supervisor should notify 
the administrator or the chief of surgery. 


The practice of scheduling certain types of opera- 


tions on Saturday morning offers definite advan- 
tages in terms of occupancy. Occupancy in most 
hospitals tends to be lower on weekends. Nurses 
who work on Saturday morning can usually be 
compensated with time off during light weekday 
afternoons. 


A hospital with over five major operating rooms 
should be able to assign each operating-room 
nurse to duty every third Saturday morning, com- 
pensating her with two afternoons off during the 
week following. The system assures sufficient cover- 
age on the Saturday mornings without adding extra 
nurses. 





ANESTHETISTS 


In hospitals not employing an anesthetist, re- 
sponsibility for obtaining an anesthetist may rest 
with the surgeon, the referring physician, or the 
operating-room supervisor, depending on personal 
judgment and policy. 


Generally, if the hospital does not maintain its 
own staff of anesthesiologists or nurse anesthetists, 
the surgeon obtains the anesthetist. However, many 
hospitals adopt the procedure of having the sur- 
gical supervisor take care of obtaining the anesthet- 
ist as soon as the operation is scheduled. She is in 
closer control of the situation and frequently can 
use one anesthetist, starting with the first procedure 
in the morning and continuing throughout the 
day. Such a system makes maximum use of avail- 
able personnel, especially if there is a shortage of 
anesthetists in the area. 


—————————ROLE OF NONPROFESSIONALS 

Whenever possible, practical nurses, nurses’ aides, 
or orderlies should assume the maximum of sub- 
professional responsibility in order that the trained 
surgical nurses may be free to assist the surgeons 
in the operative work exclusively. 


Some hospitals have used successfully the Sur- 
gical Technical Aide Instructor's Manual, issued 
by the American Hospital Association. This reviews 


se 


the subject of training and utilization of surgical 
technicians in all of its aspects. 
SUPPLIES 
Among the duties of the operating-room super- 
visor is direct responsibility for the maintenance 
of all necessary supplies in her area. However, if 
sterilization of supplies is done in the central 
supply room or some other area not under her 
direct supervision, then it should be the responsi- 
bility of that department’s supervisor, under policy 
established by the administration, to insure that 
safeguards for proper sterilization are employed. 


JCAH PREREQUISITES 


Under standards required by the Joint Commis- 
sion on Accreditation of Hospitals, it is deemed 
essential that, except in an emergency, no major 
operation shall be performed until the patient 
has been carefully studied preoperatively, the his- 
tory and physical examination have been written 
up, the routine laboratory examinations have been 
completed and the results put on the chart, pre- 
operative diagnosis has been established and re- 
corded, and proper permits for procedures have 
been signed, with the necessary witnessing. 





The surgeon himself is directly responsible for 
this record. It should of course be made available 
to him so that he may complete it without delay, 











but he has the final responsibility for it. 
—_—__————-HAZARDOUS CONDITIONS 

The hospital administration has responsibility 
for operating-room safety. Conductive flooring and 
other methods of eliminating static hazards are 
positive requirements and the responsibility of ad- 
ministration. 

Regardless of a surgeon’s insistence, a hospital 
should under no circumstances permit the use of 
an explosive gas for anesthesia under hazardous 
conditions. There is a direct liability on the hos- 
pital in such cases—a liability which cannot be dis- 
posed of even through a release by the surgeon. 


Instructions to the operating-room supervisor cov- 
ering safety measures related to anesthesia should 
be based upon principles enunciated in “Recom- 
mended Safe Practice for Hospital Operating 
Rooms,” published by the National Fire Protection 
Association, 60 Batterymarch Place, Boston, Mass. 





SPONGE, NEEDLE COUNT 


The question of a hospital requirement for a 
sponge and needle count before closing an incision 
merits some discussion. It is a consistent rule of 
law in liability and malpractice cases that if a 


patient alleges negligence, it is the responsibility 
of the defendant hospital to show that all steps 
taken in the operating room were consistent with 
accepted practice. Sponge-count procedure is well 
documented in surgical literature. 


An additional safeguard is the use of radiopaque 
sponges. If there is any doubt as to the sponge 
count or needle count or any other item that has 
been used in the operation, a patient should be 
x-rayed immediately. 


Good cost procedure requires an adequate and 
complete accounting of the time spent in the oper- 
ating room. The operating-room supervisor’s report 
is an effective way of providing it. The form used 
should contain space for listing of all chargeable 
supplies used in the surgical procedure. It should 
indicate the type of surgery performed, the name 
of the surgeon, the name of the anesthetist, and the 
name of the assistant. 


Thus, the business office will have a completed 
record of the procedure and will be able not only 
to charge it properly, but also to explain the 
charge if the patient or his family does not under- 
stand it. 











Principles and Art of Supervision 


@ That supervision is a necessary evil and that 
supervision is essentially snoopervision are concepts 
of the past. The stereotype of the supervisor as 
an officious witch is a thing of the past, too; the 
newer image, stressing teaching, support, and 
understanding, is fast becoming prevalent. 


This broadened responsibility for the supervisor, 
these myriad tasks, make it imperative that those 
who supervise possess a philosophy for life and for 
nursing that is strong and meaningful. If principles 
can be defined as fundamental truths — as a founda- 
tion from which to work, it seems self-evident that 
the supervisor needs principles in addition to a 
working philosophy — to give base and meaning to 
technics and to aid in the elimination of chance 
clecisions. 

‘Assistant Professor of Nursing, University of Texas School of 
Nursing, Galveston. This article is based on a talk given before 


the Texas Association of Operating Room Nurses, Dallas, Tex., May, 
1958. 
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By Betty Ann Beaudry, R.N.* 


“The man of affairs without science is like the 
physician who has fallen out of the anatomy and 
physiology he may once have known; within limits 
he may be a shrewder and abler practitioner than 
an academic professor; but this will be at the cost 
of being stationary . to principles, sooner or 
later, the subtlest craftsman has to bow his head; 
for, even while his hand is on his tools, by theory 
contingencies and complications are being detected 
and eliminated, and processes shortened and 
economized.””! 


Some Principles of Supervision 
Supervision: 
(1) Should be an integral part of this organiza- 
tion, with clear definition of lines of authority 


1T. E. Allbutt, “On Professional Education,’’ quoted in L. Urwich, 
Hed Elements of Administration (New York: Harper and Brothers, 
1943). 





(2) Should distinguish between instructional and 
administrative functions 
(3) Should be a clearly defined and progressive 
organization of activities 
(4) Should be characterized by scientific knowl- 
edge, skill, and objectivity 
(5) Should be a democratic, cooperative process 
(6) Should improve the nursing service through 
the personal and professional growth of the nurse 
(7) Depends on clear channels of communica- 
tions 
(8) Should be creative 
(a) Should provide opportunity for the 
exercise of originality and for the develop- 
ment of unique contribution 
(b) Should shape and manipulate the en- 
vironment 
(9) With administration, must provide facilities 
for operation. 





ART OF SUPERVISION 
* The word art is used in here in the context of 
the definintion by C. I. Barnard in his book The 
Functions of the Executive?: “the use of skill or 
ingenuity, and the systematic application of knowl- 


Barnard, The Functions of the Executive (Cambridge, Mass.: 
Harvard University Press, 1938). 





edge in the accomplishment of a desired result.” 

Nursing is an experience in the art of human 
relations. Supervision is an experience in the art 
of human relations. If human organiztaion affects 
the recovery of patients, then the effective func- 
tioning of these humans becomes ever-important, 
and certainly their positive performance depends on 
leadership. 

Supervisors are leaders in nursing. Tradition- 
ally supervision has been, in part, an inspection, 
and authority has been that of one person. Today 
the emphasis is on the workers—on helping and 
planning with them—on working in cooperation 
with many others. Modern supervision is based 
upon a democratic concept which implies: 

Ability to adjust in an ever-changing situation. 

Cooperation and confidence between supervisor 
and supervised. 

Taking individual differences into account. 


Ability of the supervisor to evaluate work by im- 
personal standards. 


Here are some of the criteria you might use in 
deciding whether your performance as a supervisor 
is as a skilled technician or is the performance of 
an artist in supervision. 


You fill many different roles as you carry out 
your responsibilities in supervision: 
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Test the Morale and Productivity of Your Group 
and Your Supervision Practices* 


The following check list was distributed to participants in the operating-room nursing institute, Walter Reed Army 
Medical Center, Washington, D.C., January, 1958, by Frances Ginsberg, R.N., consultant in aseptic practice, Bing- 
ham Associates Fund, New England Medical Center, Boston. In granting permission to reproduce it, Miss Ginsberg 
specified that credit be given to Boston University School of Nursing, “where, as | recall, | originally became sensi- 
tized to this form.” 


Not 
Yes Partly Sure No 


Does each of my people feel fully accepted in the group? Does each have 
a strong sense of belonging? 


Do | give each one an opportunity to participate in making decisions 
that affect him and the group? 


Does each one have a high opinion of the teamwork, competence, and 
achievements of the group? 


Does my group see me as friendly? 
Helpful? 

Responsive to their needs? 

Do | avoid being threatening? 


Do | see each of my people as total personalities? 


*This form is from the Boston University School of Nursing. 






































Do | really understand each one’s needs? 


10. Do | use my understanding of those needs judiciously to motivate each 
one? 


11. Do | avoid detailed direction and tight control? 

12. Do | avoid using authority and pressure to get production? 

13. Do | consult with my people as a part of making decisions? 

14. Do | avoid being critical or punitive? 

15. Are my attitudes toward my people helpful and constructive? 

16. Do | spend most of my time on my leadership functions? 

17. Do my people feel as though | am really interested in them as individuals? 
18. Do | always try to fix the mistake instead of the blame? 

19. Do my people know that | feel productivity is important? 


20. Do my superiors allow me to participate in decisions made above my level 
that affect me or my group? 


21. Do my superiors allow me to function with considerable authority and 
responsibility? 


22. Do | constantly seek to reduce costs and keep them down, consistent with 
quality standards? 





23. Do | have low rates of turnover and absenteeism in my group? 






24. Do | use general supervision methods? 





25. Do receive general supervision? 






26. Have | answered all the above questions with sincere searching objectivity? 






Strive to get all your answers in the ‘Yes’ column and keep them there by studying your people and your relationships with 
them; by studying your superiors and your relationships with them; by studying yourself and your own behavior. 
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(1) As a leader, do you know yourself pretty 
well — who you are, and what you are? Do you know 
your personnel? Do personnel feel more secure be- 
cause you are in the driver's seat? Are you com- 
fortable as a kind of “middle man” between your 
staff and top administration? Do you view leader- 
ship as an opportunity to serve those supervised, 
or is it a privilege of exercising personal power 
over them? Do you fundamentally like people? 

(2) As a communicator, are you sold on the 
suggestion that supervision is communication, that 
an all-important aspect of communication is listen- 
ing? Are you always aware that communication 
goes three ways — up, down, and across? Have you 
thought through statements such as “Life is an 
emotional experience” and its implications for 
supervision? The logical, intellectual reasoning we 
grab at so frequently is quite lost when we can’t 
pay our bills, or when someone we love has let us 
down. 


(3) As a researcher, are you cost-conscious? Do 
you accept a responsibility for creating new meth- 
ods of operation? Are you receptive to new ideas? 
Are you experimenting with many different ways 
for doing today’s job, or are you at the same 
routines as yesterday? 


(4) As a teacher, do you feel that you have a 


moral obligation to develop people? Is this feeling 
inherent in your philosophy of supervision? Do 
you encourage the effective nurse to further study, 
to preparation for higher positions and more re- 
sponsibility? Do you re-direct and improve the 
work of the average and mediocre nurse? Are you 
still debating the use of the technician, or are you 
concentrating on determining how these people 
may be used safely and effectively? 

(5) As an evaluator, are you thoroughly equipped 
with the know-how in relation to the operaing 
room, so that you are comfortable and secure in 
evaluating others? Are you evaluating total situa- 
tions? For example, are you thinking and planning 
for the future — wondering how the personnel in 
your department can be of real value in terms of 
intensive-care units — what special skills you can 
offer here to the different clinical areas? 


Are you evaluating the postanesthesia recovery 
rooms with surgical recovery room as to the im- 
plications for staffing, for maximum care to pa- 
tients, for efficient operation of the total nursing 
service? Your nurse administrators need these sur- 
veys, and it seems appropriate to expect that they 
will come from within the organization. 


(6) As a consultant, have you made it clear 
that you are ready to serve all areas in relation to 





your special skills, that you accept your department 
as a service department? For instance, consider the 
problem in relation to the identification of patients. 
Is there competition between your department and 
clinical areas as to who has this responsibility, or 
is the approach that of a consultant who defines the 
problem, accepts it as a problem in nursing, and 
then, by virtue of an intimate knowledge in the 
particular area known as O.R., proposes a working 
solution? 

The supervision of people is an art, and, as in 
the field of medicine, its successful practitioners 
have a difficult time putting into words what 


they do. 


I feel very strongly that there is no more effective 
way to acquire an art than to serve an apprentice- 
ship under a skilled master of that art. There 
are great differences of opinion on this subject. 
However, literature strongly suggests that each 
succeeding generation of management personnel has 
been thus trained. 


“Certainly, facts and data, insofar as they are 
known, can be taught in schools and classes. The 
student artist must be taught the proper use of 
linseed oil and turpentine, but knowledge of these 
facts will never make him paint a masterpiece; the 
practical application of even a science, such as 
physics, is, in the final analysis, an art.’’3 


The supervisor has a grave responsibility in 
leadership. Her goal should be to so lead that the 
many who serve in her department will feel, when 
through, that they have served an apprenticeship 
under a skilled master of the art of supervision, 
and because of her, they are ready to do for others 
as she has done for them. 


(Abstract of a paper from the annual convention 
of the American Protestant Hospital Association, 
St. Louis, January 27-30.) 


Administrator Traits 





Good Supervision Depends 
On Good Personal Traits 


The executive’s most important function is to 
coordinate, to compromise, and to appraise the 
various viewpoints and talents under his direction, 
to the end that each individual contributes to 
his full measure. No executive can be skilled in 
every talent he is called upon to supervise. Specific 
skill in any given field becomes less important 
as the executive advances through successive levels 
of responsibility. 


*Quoted. Original source not known. 








A man’s personal philosophy, his way of look- 
ing at the world and the men and women around 
him determine his success as a manager of things 
and people more than any other single factor. His 
basic attitudes are far more significant than the 
technics he uses. 


We want men with common sense, alertness and 
an inquisitive mind as supervisory personnel. 
Whenever a man is “down” on something it usually 
means he is not “up” on it. 


The supervisor must be an extrovert. He should 
be the one to turn to when personnel are troubled, 
on the job and off. 


The supervisor must learn to listen. He can 
come to accurately know the people in his de 
partment by listening. Try to avoid any emotional 
block against the speaker's topic, so that no in- 
coming message collides with it and causes dis- 
tortion 


The supervisor must have a sense of inne 
security. 


A good supervisor is independent. He does not 
try to control the circumstances around him — he 
does attempt to seek the solutions of the circum- 
stances that arrive. He has enough confidence in 





himself that if tomorrow he would have to seek 
work elsewhere, he could do so. 

The supervisor must have courage. He must 
actively pursue a solution to the best of his mental 
ability, uncontaminated by office politics or political 
pressures. 


The supervisor must train his replacement. The 
most valuable executive is one who is training 
somebody to be a better man than he is, because 
the executive is giving an education in the process. 

A supervisor must have a sense of humor. When- 
ever a man laughs, it adds something to his life. 
Employees want a boss who is cheerful. They spend 
eight of their waking hours on the job, and they 
don't want their supervisor going around looking 
like death warmed over.—Harry Panhorst, associate 
director, Barnes Hospital, associate director, de- 
partment of hospital administration, Washington 
University, St. Louis. 


(Abstract of a paper from the 1959 Congress on 
Administration, given by the American College of 
Hospital Administrators in Chicago, February 5-7.) 


Constructive Discipline 


Chairman: Leland E. Stilwell, M.D., manager, 
VA Hospital, Iowa City, la. Panel: Charles Goulet, 
















associate director, Johns Hopkins Hospital, Balti- 
more, Md.; Clyde L. Reynolds, executive director, 
Provident Hospital, Chicago; Col. James T. 
Richards, MC, executive officer, Brooke Army 
Hospital, Fort Sam Houston, Tex.; and Lorenzo 
Gunter, assistant manager, Hines (Ill.) VA Hos- 
pital. 

Of the supervisor's functions, the biggest one is 
dealing with people. He must know the principles 
of corrective discipline and apply them in a con- 
structive manner by adequately determining all 
the facts and holding interviews to explain to the 
employees the reasons for discipline. 


Fashions and styles in discipline change with 
the years. Our present concept is that discipline 
should be attained through conscientious, intelli- 
gent reasoning. Discipline is broken down into two 
types: preventive and remedial. 

In the preventive type, the action should be 
educational and interpretive. There should be in- 
structions, not just rules. These should be given 
with clarity. 


If remedial discipline is called for, it should 
be done privately. The problem should be fully 
understood, and the employee fully heard. He 
should be adequately counseled if in error. The 
remedial action can take two forms — the admoni- 








tion or the reprimand. The admonition should 
be done calmly and without anger, and not before 
the facts have been sized up carefully. The admini- 
strator must also make sure that he has not con- 
tributed a share of responsibility to the error, and 
must guard against belittling the employee. 

In giving a reprimand, he should not scold or 
nag, but should use the reprimand as an oppor- 
tunity to explain to the employee his reasons for 
disciplinary measures. The administrator should 
never lose his temper or use threats or sarcasm. 


As a follow-up to both types of discipline, the 
administrator should check to see whether there 
has been improvement, should praise when the 
action has produced results, and then should see 
that the penalty is no longer held. 


Disciplinary action should not be a “bawling out” 
in colorful language. It is properly done calmly 
in a straightforward and constructive manner, on 
the basis of facts. It should leave the employee 
anxious to improve. 

Disciplinary measures must be consistent with 
the written policies of the organization and the 
acceptances of the group involved. The disciplin- 
arians themselves must learn to exercise a great 
deal of self-discipline. 


If we are trying to achieve conformity, we must 
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realize that it frequently leads to apathy. 


These principles are given as idealistic guide- 

lines. The administrator should never lose his 
sense of dignity and should be sure his com- 
portment is consistent with his status. He should 
recognize that there are variations of discipline 
What is a reprimand for one level may be mere 
counseling for another. 
@ More than 200 nurses registered at the first 
statewide meeting of operating-room and central 
supply room supervisors in Miami, Fla., in Janu- 
ary. The meeting, held in conjunction with a 
regional session of the International College of 
Surgeons, was co-sponsored by the Florida Nurses’ 
Association. 


A featured speaker at the meeting was Carl W. 
Walter, M.D., associate clinical professor of sur- 
gery, Harvard Medical School, and surgeon, Peter 
Bent Brigham Hospital, Boston. An abstract of 
his address on O.R. nursing organizations follows. 


Will Supervisor Survive? 





Organizations Offer Nurse Chance 
To Keep Pace with Progress 


Banding together gives operating-room nurses 
three big opportunities: the opportunity for keep- 


ing up with progressing standards of nursing care; 
the opportunity for maintaining the professional 
side of nursing activities, and the opportunity to 
share in the development of the pattern of hos- 
pital care of tomorrow. 

These are particularly important because pro- 
fessional colleagues are likely to lose sight of the 
nurse as a member of a team and to think of her 
instead as an errand boy. Organizations have a 
great deal to do with maintaining an individual's 
position in the professional parade. This meet- 
ing is a good example of a professional activity 
keyed to the needs of people caring for patients. 


Many nurses have found fault with existing 
organizations because they resent the prevailing 
atmosphere of labor unions. Discussions have 
centered about hours of employment, wage scales, 
and other economic problems. This type of dis- 
cussion is very necessary because we are all con- 
fronted with the economics of living. The type 
of organization we are discussing here, however, 
can be much broader in its usefulness. 

Many nurses work a little while after gradua- 
tion, marry, raise families, and then return to 
nursing. After 10 years of being out of touch, this 
group is in urgent need of ways to upgrade its 
skill and to increase its vocabulary and understand- 












ing at a professional level. A group such as the 
one meeting here can be very valuable in develop- 
ing essential educational programs at a post-gradu- 
ate level. 

It isn’t only the “returnee” who needs the oppor- 
tunity to keep up or catch up with medical prog- 
ress. This need is apparent in allied professional 
groups and is pointed up by the many educational 
programs supported by the American College of 
Surgeons and the International College of Surgeons. 


There was a day when a graduate of a medical 
or nursing school could coast along for several 
years after graduation, getting into no serious 
trouble and being generally “in the know” about 
things medical. But medical progress in this decade 
is so rapid that we need new professional habits 
of learning and thinking to maintain high stand- 
ards of professional care. Operating-room nurses 
must progress with medicine and surgery. Like 
any other group, they need an organized approach 
to the problems of patient care. 

A meeting is an easy way to exchange ideas. 
One meets people; sees new faces; comes to recog- 
nize those active in the profession. As the fre- 
quency of meeting increases, there is more ex- 
change of ideas and professional activity, and less 
§Ossip. 


Operating-room problems are never-ending. In 


every working minute, there is a crisis. The crisis 
is usually solved and then forgotten. If the de- 
tails of a crisis are written down each time, the 
accumulated data at the end of a week is startling. 
Even more so is the number of times the same 
crisis recurs in ome week. Crises can be studied 
and solutions developed at a meeting. 


A meeting is a wonderful sounding-board. There 
is nothing like a brainstorming session when a 
valid subject is up for discussion. Many brains 
brought to work on a single problem evolve a 
solution manyfold more practical and _ lasting. 
Often working out answers to these recurring prob- 
lems leads to the development of urgently needed 
bits of new equipment. 


This same activity provides opportunity for self- 
criticism. Defensive attitudes can be surmounted, 
and the typical discussion of my patient and my 
surgeon can grow up to a mature point of view 
generally applicable to all patient situations. 


The individual benefits enormously from open 
discussion groups. —Too many nurses are inarticu- 
late and inclined to withdraw into the routine of 
jobs. As the work day ends, thinking ends. The 
familiar “battle-axe” and “comfortable-old-shoe” 
types found in many operating rooms are examples 
of attitudes growing out of resistance to change 
and growth and compromise. 
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Every nurse needs encouragement from time to 
time to blow herself out of her shoes and grow. 


Then there is the question of survival for the 
operating-room supervisor. 


Operating rooms and central supply rooms are 
big expense departments in hospitals, and adminis- 
trators are beginning to examine costs in these 
departments critically, Many have abandoned 
nurse supervisors in favor of anesthetists or lay 
managers, in order to effect economy and better 
performance and achieve identification with ad- 
ministrative programs. 


I believe this action is a poor solution. How- 
ever, it stems from the fact that the nurse, who 
knows patient problems so well and has the innate 
ability to deal with the profession and patient, has 
failed to interpret her role in the over-all admin- 
istration of the hospital. 


In the next 10 years, the operating-room super- 
visor whose interests are centered upon folding 
rags, cooking them in the sterilizer, and tipping 
ether over the edge of a can will disappear. New 
manager-supervisors will appear. Whether these 
are to be nurses, businessmen, or technicians de- 
pends on how well the nurse firms up her job. 
She has the background—personal and professional 
—to keep this type of service human at all levels, 
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and it would be sad to see her disappear from the 
picture. 


What does survival involve? 


The nurse needs to organize her problems; study 
division of labor in the operating room; practice 
economy; apply technics of work simplification. 
She must study personnel problems and improve 
policies so that expensive turnover will be mini- 
mized. She must learn to put problems into words 
that administrators and surgeons will understand 
and to do this without hysteria. 


In the next four or five years, many hospital 
policies will be reviewed. As hospitals are over- 
hauled, operating-room and central supply room- 
personnel are going to be in the center of policy- 
making for hospitals for the future. 


Knowledge is easy to come by, and a regular 
program for people in the operating rooms in a 
community gets people together to exchange ideas 
and to hear one another’s problems. Exchanging 
personnel once a month is a good way to learn 
from one another. Discrepancies in function be- 
come blatantly obvious when cited by the out- 
sider who is unencumbered by defensiveness. 


Big groups are inevitable once little groups 
make the start. Develop an enterprise to be proud 
of, and realize that it all means better patient serv- 

















ice, more help for the surgeon, and a stable level 
of praiseworthy nursing activity—Carl W. Walter, 
M.D., associate clinical professor of surgery, Har- 
vard Medical School, and surgeon, Peter Bent 
Brigham Hospital, Boston. 


To Whom Should O.R.S. Report? 


In a recent column we suggested that the O.R. 
supervisor might report to the assistant administra- 
tor for professional services rather than the director 
of nurses. Then the roof fell in. This is the type 
of “fan mail” that I received from directors of 
nurses: 

—‘“A nurse is a nurse and should report only to 
another nurse, no one else.” 


—I have been reading your column and must 
admit that it occasionally has some excellent mate- 
rial. However, I have noted a definite chauvinism 
in your writing. It became blatant in your recent 
column when you stated that the O.R. supervisor 
could report to someone other than the director of 
nurses.” 


—“I believe that your suggestion to remove the 
O.R. supervisor from under the direction of the 
nursing department is detrimental not only to the 










nursing profession but to the hospitals as well.” 

While it is difficult to discuss this subject ration- 
ally against a background of emotionalism, I would 
like to point out several things: 


1. Organization must be based on the most effec- 
tive grouping of functions and _ responsibilities. 
This does not necessarily follow strictly professional 
or occupational lines. 


2. The assumption that types of training or pro- 
fessional classification should determine the organi- 
zational pattern of a hospital could be carried to 
a ridiculous extreme, for example, making secre- 
taries report only to other secretaries. 


3. My critics seem to overlook the fact that the 
director of nurses reports to the administrator of 
the hospital, who is usually not a nurse. If the 
principle that nurses should report only to nurses 
is carried out completely, then to whom should 
the director of nurses report? 


4. If the superprofessional attitude of nurses 
continues, one can expect that eventually nurses 
will speak only to nurses. What will happen to the 
much-heralded need for communication in the 
hospital?—John G. Steinle, in “Consultant’s Cor- 
ner. 








New OR. Design Concepts 


By Paul Nelson* 


@ What is a hospital? Ideally, perhaps, a hospital 
is an instrument of healing — an inanimate exten- 
sion of the doctors and nurses who staff it and 
breathe life into the human tissues under their 
care. It is a working tool. 


More often, however, the actual hospital, even 
though designed to be protective of its patients, is 
little more than an assortment of bricks, windows, 
beds, and associated equipment packed into a pre- 
conceived form unrelated to the basic functions 
involved. The edifice could just as well be a school, 
or an office building. 


Not many hospitals today are designed to be 
flexible enough to meet the varied and changing 
needs of the individual members of the society they 
serve. And this lack of flexibility is, to me, their 
*Ketchum and Sharp 


Paul Nelson 
Associated Architects 
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basic fault. I like to think that this picture is at 
last changing, and that I myself have had a hand 
in this process with the design of the Franco-Ameri- 
can Memorial Hospital in St. Lo, France. 


Flexibility was, as far as economically feasible, 
built into every element of this modern hospital. It 
was the key concept that lay behind the design of 
the exterior and every floor and every room of the 
interior. 


There were three novel architectural concepts 
which played the primary roles in introducing effi- 
ciency and flexibility to the St. Lo hospital. The 
first was the egg-shaped operating room, which we 
shall discuss in detail here. The others, which we 
may mention in passing, were the flexible grid 
facade and the built-in color therapy. 


The idea of the egg-shaped operating room origi- 
nally emerged from my design study for the Suez 

















Canal Hospital in Ismalia, Egypt, in 1935. Today, 
there are 16 of these operating rooms in use 
throughout the world —in France, Belgium, and 
Denmark. 

The egg-shaped operating room represents, | 
believe, the first complete synthesis in operating- 
room design. All relevant factors are integrated 
into a control form. As a result, the room meets 
my basic definition for the superior hospital design 
—it does become not just a space, but an instru- 
ment. The oval-shaped room has improved flexi- 
bility and positive control of asepsis techniques — 
two basic needs of the operating room. 

The 71 lighting projectors, spaced around the 
curved ceiling so as to provide a completely con- 
trollable flood of light, are all focused on one 
lighted sphere of 16 inches in diameter into which 
the operating field is moved. This “lighting plane- 
tarium’ ‘is mounted flush into the curved ceiling. 
There are no projecting fixtures whatsoever to 
catch dust and harbor bacteria. 


The projectors, because of the natural curve of 
the ceiling, are located above, on three sides, and 
below table level. The operating field can be illu- 
minated from any angle, even horizontally or from 
below the horizon. And since the fixed, lighted 
sphere is located on the longitudinal axis of the 
oval room, the table is designed to be moved be- 











tween fixed guides, on top of which are located 
the different outlets for gaseous and electrical con- 
nections. This permits a much higher degree of 
sepsis control than has ever before been possible. 

The unique lighting system makes it possible to 
vary the lighting on the table without any move- 
ment of fixtures. Each cluster of nine lamps creates 
the equivalent of one standard hanging operating 
light. 

During the operation, the surgeon can increase 
or decrease the number of lights playing on the 
table, or he can change the direction of the illu- 
mination in accordance with changing needs with- 
out moving the initial, basic lighting or the patient. 
Because the lighted sphere and operating table are 
located on the longitudinal axis of the egg-shaped 
room, he is easily able to determine which set of 
lights, to right or left, are required to facilitate the 
operation. He then calls the letter that identifies a 
particular cluster of lights, or else notes the indi- 
vidual numbers inscribed under each projector. A 
non-sterile nurse then presses the appropriate but- 
ton on the control panel located on the side wall of 
the room. This system gives the operating surgeon 
the exact lighting he needs, instantly and effort- 
lessly, without his touching the fixtures. 


The principle of the control form manifests it- 
self in other ways in the egg-shaped operating room. 
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The operating suite at St. Lo 
Hospital stresses highly con- 
trolled asepsis. Non - sterile 
zones (toned areas) are care- 
fully separated from _ sterile 
zones. Clean-up rooms (182) 
connect with sterilization 
rooms (181) only through 
double -end sterilizers. | Non- 
sterile corridors (185) encircle 
the sterile zone, thus permit- 
ting transportation of infected 
linen and refuse from the op- 
erating room to the chutes 
without re-entering the sterile 
zone. The two lower egg- 
shaped operating rooms are 
connected directly with the 
entrance corridor, so that ma- 
jor septic cases can enter and 
leave without penetrating the 
sterile zone. 
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The operating circle is located at the far end of the 
room, rather than in the center. This brings lights 
nearer for specific, delicate operations such as peri- 
neal and brain surgery, at the same time restricting 
most traffic to the other end of the room, isolating 
the patients and surgeons. 


After the planetarium lighting system, perhaps 
the most important design element of the egg- 
shaped operating room, in aiding it to attain status 
as a surgical instrument, is the functional, isolated 
arrangement of the complementary areas of the sur- 
gical suite into sterile and non-sterile zones with 
positive and negative air pressures. All sterile zones 
are separated from non-sterile zones, yet both are 
in complete functional arrangement with regard to 
the nerve center of the plan, the operating circle. 
Thus, the egg-shaped operating room engenders 
carefully controlled asepsis, affecting not only the 
surrounding functional areas but those of the entire 
hospital. 


At St. Lo the clean-up room has no connection 
with the sterilizing room, except through a double- 
end sterilizer. However, it is connected with the 
non-sterile corridors which encircle the sterile zone. 
This permits the transportation of infected linen 
and refuse from the operating room to the chutes 
without re-entering the central sterile corridor. 
Also, two of the operating rooms at St. Lo hospital 





are connected directly to the entrance corridor, so 
that major septic cases can enter and leave without 
penetrating the sterile zone at any time. In addi- 
tion to the four egg-shaped operating rooms, 
grouped in pairs, the sterile zone consists of a cen- 
tral room giving on the four operating rooms and 
containing, for each pair, a surgeon’s scrub-up, a 
sterilizing room, and an induction room for patient 
waiting and anesthesia. 


Now that the novel, egg-shaped operating rooms 
have been in use for some time, it has been possible 
to evaluate their effect on the patient. At first, 
it was feared by myself and my associates that 
the unfamiliar shape of the room might have an 
unfortunate psychological effect on the patient. In 
practice, it has worked out just the opposite. The 
effect of the planetarium design on the conscious 
patient is soothing — to put him at ease and in a 
restful state. Another factor that probably has a 
deep effect is that the precise organization of every- 
thing visible suggests the natural security of an 
“organized environment,” and therefore builds pa- 
tient confidence. Certainly, the general clutter and 
confusion in a standard operating room often has 
the opposite psychological effect. The sense of 
order, the pleasing color tints, and even the ‘“na- 
tural” shape of the egg-shaped operating room 
seem to have a particularly good effect on women 
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This lighting control panel, left, is located 
on one wall of the egg-shaped operating 
room, and is operated by a_ non-sterile 
nurse during the operation. Control but- 
tons are arranged to correspond with the 
placement of lighting projectors in the ceil- 
ing. Circles show the degree of overlap 


of lighting clusters when trained on the 
operating field. Lettered buttons control 
the clusters indicated by the circles 
cround them. 





In use, the egg-shaped operating 
room, right, is designed to perform 
as a surgical instrument. No hang- 
ing fixtures encumber doctors and 
nurses, and gas and electric outlets 
are set flush into the base of op- 
erating table for direct accessibility 
and ease of cleaning. The light 
projectors in the ceiling are also 
set flush. They are clearly num- 
bered to allow the surgeon to des- 
ignate exactly the lighting he re- 
quires, without taking his hands 
from his instruments. 








during delivery, according to staff surgeons at St. 
Lo. The functionality of the room also has a no- 
ticeable effect on the operating team, in the experi- 
ence of St. Lo hospital, inviting concentration and 
teamwork in the entire staff. 


Dr. Sylvain Blondin, a leading surgeon of Paris, 
upon observing the egg-shaped operating room in 
use, commented: “This room, in its arid and strict 
nudity . . . makes fault, error and negligence diffi- 
cult, if not impossible.” 


With all its advantages, however, the operating 
room of St. Lo’s hospital is not the ultimate answer. 
St. Lo’s egg-shaped operating rooms have merely 
defined more specifically the performance required 
of each piece of equipment by interrelating them 
all. Lighting is now intimately concerned with 
built-in flexibility, with asepsis, with correct ven- 
tilation, and other factors, and thus becomes speci- 
fically definable. However, the room must now be 
evaluated in terms of American means and needs, 
if it is to take its place in the U.S. hospital scene. 
Particularly in the lighting, this becomes evident. 
Shortly, the Illuminating Engineering Research In- 
stitute hopes to survey completely the optimum 
lighting system for an egg-shaped room. 


Already, it is known that contrast and not 
quantity of light is what counts most in the operat- 
ing room. It is a fact that the more light you use, 
the more you need. Your eyes rapidly become 
accustomed to the light level. Correct contrast in 
lighting, however, will give optimum light for the 
operating surgeon. This principle, already resolved 
by research, is yet to be completely explored and 
determined as it applies to the correct design of 
operating rooms. 


Another revolution that is sure to take place in 
operating room design in the near future is com- 
plete prefabrication. Here, again, the egg-shaped 
room points the way with its flush, built-in lighting 
fixtures and its logical, functional zoning arrange- 
ment. 


Such a development will provide extensive econo- 
mies for the administrators and architects of new 
hospitals, insuring a continuing process of uni- 
formity and perfection through scientifically con- 
trolled methods of production. Shortly, we should 
be able to purchase complete operating rooms just 
as simply and precisely as we now can purchase 
operating tables and other equipment, through pre- 
fabrication techniques. 





Special Care for Patients’ Families 


By Mrs. Ethel 1. West, R.N.* 


e In a waiting-room adjoining the offices of our 
hospital, a middle-aged man waited for news of his 
wife, who was undergoing surgery. A volunteer ob- 
served his anxiety, and on an impulse spoke to him. 
She couldn’t answer his questions as to his wife’s 
progress, but this incident gave birth to a service 
that has been one of the finest on record at this in- 
stitution—the hospitality committee for families of 
patients in the operating rooms and the recovery 
unit. 


It is well known that the things we fear most in 
life are the things we do not understand. Certainly 
few people know or understand why patients remain 
so long in the operating room. Many times in the 
past it has been an unpleasant duty to tell the fam- 


*Operating-room supervisor, Methodist Hospital of Southern Cali- 
fornia, Arcadia. 


ily that they cannot be with the patient during sur- 
gery or at least while he is being put to sleep. 


Some hospitals have set aside a waiting-room ad- 
jacent to the operating room where family and 
friends can stay close at hand while the patient 
is undergoing surgery. However, operating-room 
nurses are far too busy to spend time with the fam- 
ily, although they are keenly aware of the hours 
these people spend worrying. 


At our hospital the administrator made available 
a waiting-room near the surgical suite corridor and 
equipped it with comfortable chairs, television, 
phone, and facilities for light refreshment. When 
the patient is brought to the operating rooms, his 
family members are allowed to accompany him on 
the elevator. They then remain in this special wait- 
ing-room until he is returned from the recovery 
room to his room. 
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There are two volunteers from the hospitality 
committee on duty while the surgery is busy. They 
remain with the family, serve them coffee, boost 
their morale, and keep them informed of the pa- 
tient’s progress, These volunteers go quietly into the 
operating-room suite and the recovery room and 
inquire as to the patient’s condition, and are the 
contact between the patient and family. 


The family is often reassured if the volunteer 
can see the patient and tell them that everything 
is all right. Paid personnel, however willing they 
might be to reassure the family, do not have the 
time. 


Should an emergency occur while the patient is in 
the recovery room, the volunteer accompanies the 
family to a small private area adjoining the recov- 
ery room and endeavors to assist in bringing help 
and comfort. 


Our hospitality committee volunteers receive spe- 
cial instruction so that they can intelligently explain 
to the family why it is necessary to consider the 
patient first and the family afterward. They are 
trained, just as hospital personnel are trained, never 
to disclose any personal information about a pa- 
tient, and they become quite adept in relaying infor- 
mation. 


They never receive the information on the find- 
ings of an operation. When the doctor has finished 
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the operation, he visits the family in the waiting- 
room, sits with them for a few minutes over a cup 
of coffee, and discusses the patient’s condition with 
them. This action reassures the family and helps 
to bring about a better understanding between pa- 
tient and doctor. 

This service has brought about better public re- 
lations for the doctor and the hospital. 

The director of volunteers is a registered nurse 
and a former director of nursing service. She is 
directly responsible to the administrator for the 
program. There are five hospital auxiliaries, each 
of which has a volunteer coordinator who is respon- 
sible to the director of volunteers. 

Volunteers phone surgical patients before en- 
trance to the hospital and advise them as to the 
required materials for their hospital stay. 





Q. What size operating room do you recommend 
for a teaching hospital? 


A. We recommend approximately 22’ x 22’. This 
is somewhat larger than we would propose for a 
non-teaching hospital. The additional space is 
necessary to provide for a greater number of as- 
sistants and for extensive equipment that is often 
necessary for the type of operations performed 
in teaching hospitals.—John G. Steinle, writing in 
“Consultant's Corner.” 








A Malpractice Suit Can Happen to You! 


By Helen Creighton, R.N., J.D.* 


HIS is an age of television, when audiences 

may watch an operation in progress, as well 
as world news, sports, and entertainment; an 
atomic age, in which radioactive isotopes utilized 
in diagnosing and treating human ills, and atomic 
energy used in powering submarine voyages on 
polar expeditions, evidence the constructive utili- 
zation of atomic power. 


It is questionable whether the beginning of 
space travel will have more impact on our lives 
in the next 15 years than these developments 
which occurred in the last 15 years: the discovery 
of antibiotics, the development of modern anes- 
thesia, the blood-bank program, and the utiliza- 


*Dr. Creighton is associate professor of medical and surgical nursing, 
Southwestern Louisiana Institute, Lafayette, La. She was formerly 
assistant professor of medical and surgical nursing, Georgetown Uni- 
versity School of Medicine, Washington, D. C. x 


This article is taken from her lecture before the sixth national 
congress, Association of Operating Room Nurses, Houston, Tex., 
February 9-12, 1959. 


tion of engineering principles, the know-how, to 
supply physicians with much technical equipment. 
This is also an age in which the duties and 
responsibilities of the operating-room nurse are 
evolving from a rather simple and more or less 
readily defined status to one which is complex in 
its ramifications, and is in the process of redefi- 
nition as to its extent. The old order has changed! 
Certain procedures, once deemed medical pro- 
cedures, have by attrition become accepted nursing 
functions without question — for example, taking 
the apical in addition to the radial pulse, taking 
blood-pressure readings, and giving injections. 
There are other procedures, such as the ad- 
ministration of intravenous fluids by registered 
nurses, that seem destined for recognition as nurs- 
ing functions — only after controversy. 
Today, the operating-room nurse may be called 
upon to set up a room for a cardiac catheteriza- 
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tion; to scrub or to circulate for a corneal trans- 
plant or for a craniotomy with removal of a focal 
area which is causing the patient seizures. She 
may do any of those things in addition to scrub- 
bing for more routine operations, such as chole- 
cystectomies and breast biopsies. 

Not only is her work increasingly technical, 
but the number of operations has multiplied 
several times. The use of surgical aides and 
practical nurses to relieve nursing shortages has 
also become a part of the picture. Her work 
deals with people rather than things — people 
working in close association and frequently under 
pressure. People are human. They're not always 
as careful as they might be—and things happen 
— injuries which culminate in lawsuits. 

Another characteristic of our age is the in- 
creased public interest in and knowledge of the 
law. Newspapers, magazines, radio and television 
commentators discuss the law. They discuss peo- 
ple’s rights and duties, the most important of 
legal relationships. 


As a result there has been an appreciable in- 
crease in litigation — suits to collect damages by 
patients who seek redress for alleged injuries or 
wrong. In such a setting we find ourselves, and 
we are obliged for our own interest and protec- 
tion to consider malpractice and insurance. 
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“Malpractice has been defined as any profes- 
sional misconduct, unreasonable lack of skill or 
fidelity in professional or judiciary duties, evil 
practice, or illegal or immoral conduct.”! 


As applied to physicians, it has been said that 
malpractice means bad, wrong, or injudicious 
treatment resulting in injury, unnecessary suffer- 
ing, or death to the patient, and that it proceeds 
from ignorance, carelessness, want of proper pro- 
fessional skill, disregard of established rules or 
principles, neglect, or a malicious or criminal 
intent.2 


That's a rather lengthy definition, but I think 
it gives the concept of malpractice. It is taken 
from the case of Rodgers v. Kline. 

The operating-room nurse is closely associated 
in her work with the physician or surgeon, and 
malpractice suits against her are numerous. Here 
is another definition of malpractice: 


“Malpractice claims give rise to such ques- 
tions as whether or not a nurse is solely 
responsible for the alleged act, omission or 
other wrong, and how the physician and 
hospital are implicated if at all.’ 


Some authorities consider malpractice syn- 
onymous with professional negligence. In 
Valentin v. La Société Francaise de Bien- 















faisance Mutuelle de Los Angeles, the Cali- 
fornia court defined malpractice in relation 
to a nurse, thus: 


“Malpractice is the neglect of a physician 
or nurse to apply that degree of skill and 
learning in treating and nursing a patient 
which is customarily applied in treating and 
caring for the sick or wounded similarly suf- 
fering in the same community.” 


In Hallinan v. Prindle, a malpractice suit in 
1936 against a California hospital, registered 
nurse, and physician, the alleged facts stated that 
the surgeon was operating to remove a cyst from 
the wall of the patient’s abdomen. The surgeon 
ordered the preparation of 1% procaine. A solu- 
tion of 4% formaldehyde was negligently prepared 
in its place and handed to him by the nurse. 


As a result, injury followed. Prolonged treat- 
ment and permanent damage of an important 
nature were claimed by the patient. He sued 
originally for $50,000. The court held that the 
surgeon was entitled to rely on the skill and care 
of trained nurses and similar persons; so he was 
absolved of liability. 


The operating-room nurse was held liable by 
the court, on the grounds that she did not read 
the label on the formaldehyde bottle, and that 


she knew the physician was going to use the solu- 
tion he had ordered to produce local anesthesia 
on the patient. 


Nursing is a profession for which skill and 
training are necessary, and it follows that nurses 
must utilize these attributes. In the case cited, 
the nurse knew the purpose for which the solu- 
tion was to be used — local anesthesia. From her 
education and training she knew, or should have 
known, the properties of procaine and formalde- 
hyde. 


When she handed the surgeon a syringe full 
of a drug without reading and checking the label, 
she was not using the due care of an ordinary, 
reasonable person under similar circumstances; 
she was not acting as a prudent registered pro- 
fessional nurse in that instance. Therefore, she 
was liable. And it cost her $12,500! 


In the well-known Illinois case of Piper v. 
Epstein, an action for $10,000 was brought against 
a surgeon, a hospital, a supervising registered 
nurse, and a student nurse, for damages for the 
death of a patient caused by leaving a laparot- 
omy sponge in her abdomen after a cesarean 
section. 


In that case, a young, inexperienced student 
nurse, who had been in the operating room per- 
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haps four days, passed out the sponges to the 
surgeon during the operation. She counted them 
out, but didn’t know enough to count them after- 
ward. So she didn’t. The supervising registered 
nurse was responsible for the sponge count at the 
conclusion of the operation. She reported that 
the sponge count was correct, but the fact was 
that a sponge had been left in the patient —a big 
sponge with a metal ring. 

The hospital, a charitable institution, could 
not be held liable in Illinois. So the hospital was 
out of the picture. 


The surgeon, Dr. Epstein, settled out of court 
tor $4,500; so she also was out. That left two 
persons, the O.R. supervisor and the student 
nurse. The student nurse was held “not liable.” 
She was young and inexperienced; she did what 
she knew to do— nothing more. So she was act- 
ing in a reasonable manner for her — and she was 
eliminated. 


That left one person, the supervisor. She was 
held liable, and it cost her $5,500 and court costs. 


In Leonard v. Wattsonville Community Hos- 
pital,’ the patient brought suit for damages against 
a hospital, the surgeon, two assistant surgeons, 
the anesthetist, and the surgical nurse, because 
a Kelly clamp six inches long was left in the 
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patient's abdomen. At the trial, testimony brought 
out that the nurse handed instruments to the 
surgeon, and sometimes took them back; also, 
that she was not directed to apply any clamps to 
the patient, and she did not do so. 


The supervisor of the operating room testified 
that it was established practice to make a sponge 
and needle count, but that the surgical nurse had 
not been instructed to count the clamps or 
instruments. 


The court held that the evidence given by the 
supervisor did not dispel the inference of negli- 
gence of the surgical nurse. It pointed out that 
it is a matter of common knowledge that no 
special skill is required to count instruments. 
While it is true that under the circumstances 
proof of custom is some evidence of what is due 
care, it does not conclusively establish the stand- 
ard of care. 


The court continued that it cannot be said as 
a matter of law that there was no duty on the 
part of the nurse to keep an instrument count in 
order to assist the surgeon in determining whether 
all the instruments used had been removed from 
the patient before closing. The complaint against 
the physician was dismissed. The court held that 
the operating-room nurse and the hospital were 
liable. 











These cases illustrate that the operating- 
room nurse can be and has been held liable 
in malpractice action. In reality it does not 
happen too often that an operating-room 
nurse is named as the sole defendant in such 
a lawsuit, but it is commonplace for such a 
nurse to be sued as a codefendant with one 
or more doctors. 

Frequently, when the action is negligence — 
and it has been pointed out that malpractice and 
professional negligence are quite similar —the 
hospital is also sued. A charge that joint negli- 
gence of several persons proximately caused an 
injury simply means that the persons allegedly 
acted together, and either did something which 
they should not have done, or did not do some- 
thing that they were obligated to do under the 
circumstances. 

Moreover, the operating-room nurse may be 
made a codefendant in a lawsuit to assure her 
presence at a trial as a witness against other de- 
fendants, rather than because she is necessarily 
negligent or because it is expected that a judg- 
ment will be obtained against her. 

A further advantage in having her as a co 
defendant is that the plaintiff's attorney can 
question her in an examination before trial for 
the purpose of securing evidence against her or 
against the other codefendants. 


As a lawyer, certainly I would enjoin the nurse 
if anything happens—all the nurses, the doctor, 
the hospital, aides, maids—everyone connected 
with the incident. Anyone who receives a sum- 
mons must answer it, or he is in contempt of 
court. The lawyer frequently enjoins as many 
people as possible, calls them all in, and finds out 
what they know. It’s good legal practice to do so. 

The operating room today tends to be a com- 
plex organization. The operating-room nursing 
staff itself may include professional nurses, stu- 
dent nurses, practical nurses, and auxiliary per- 
sonnel. The nurse in charge of the operating- 
room section, whatever her title may be, is re- 
sponsible for the administration and supervision 
of nursing service in the operating room. 


Her duties are multiple: directing and coordi- 
nating the work of her staff with that of sur- 
geons, anesthetists, and auxiliary workers; pre- 
venting injury to patients through the supervision 
of aseptic technics; eliminating explosion hazards, 
and so forth, and training assigned nursing-serv- 
ice personnel in approved policies and procedures. 


Though she delegates some of the respon- 
sibility, she remains accountable if the person 
she assigns is not qualified to carry out the 
activity assigned to her.® 


Moreover, many of you supervisors have auxil- 
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iary workers — surgical technical aides, orderlies, 
nursing aides, perhaps ward clerks—who are 
trained on the job for specific activities to be 
performed under the professional nurse’s super- 
vision. You are responsible for any activity which 
you may assign them that is beyond the scope of 
the nonprofessional worker. 


It is easy to say that to avoid malpractice 
charges one simply has to do what an ordinary, 
reasonable operating-room nurse would do under 
the circumstances. It’s easier to say it than to 
do it. 


What do you do when you're short of nurses? 
You still have the responsibility, You have to 
assign duties within the scope of what your per- 
sonnel can safely and competently do. Otherwise, 
you do it—you're it! It’s a large responsibility. 

Many times individual responsibility for injury 
to a patient is difficult to establish because of the 
complex organization of the operating-room team. 
One point cannot be too strongly emphasized: 
Each person is always responsible for her own tort 
and negligence. Whatever you do, you are an- 
swerable for it. 


A nurse may be liable; a nurse and her general 
employer, the hospital, may be liable. The nurse 
is still liable, because she is an employee. 
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A nurse and her special employer, the surgeon, 
may be liable. In other words, the person filing 
suit has his choice; he may sue both of them and 
collect from whomever he can. 


The point I want to get across is that the nurse 
is always responsible —she always can be sued, 
irrespective of whether the suit also involves the 
surgeon, the anesthetist, the hospital, or anyone 
else. 

Who is liable depends upon the relationship 
of the parties at the time of the untoward inci- 
dent. In Clarey v. Christiansen,8 an action was 
brought against the surgeon for damages for a 
third-degree burn on a patient's thigh, sustained 
during an operation for removal of a lung abscess. 
The surgeon had told the scrub nurse to provide 
a Davis-Bovie machine when she set up the room 
for the operation. Instead, she provided a Fisher 
machine while the surgeon was in the scrub room. 

Since the machine was behind the screen in the 
operating room, for purposes of technic, the sur- 
geon did not know of the substitution. He'd said 
a “Davis-Bovie” and he had no reasonable way of 
knowing of the substitution. The court held that 
the scrub nurse was not an employee of the sur- 
geon; that he had no right to direct her in the 
work of setting up the room for surgery, and that 
therefore he was not liable. If there was any 














liability, it was that of the nurse and/or the hos- 
pital, her general employer. 


In McGowan v. The Sisters of the Most Precious 
Blood,® a patient on an operating-room table was 
given a spinal-block anesthesia. While the sur- 
geon was scrubbing his hands in an adjoining 
room, the nurse put the patient's legs in stirrups. 
She had not been given a specific order to do so, 
but positioning the patient was part of her nor- 
mal duties. 


Then she noticed that the stirrups were not 
properly attached to the table. Without raising 
the drop leaf, she started to change the stirrups. 
The patient slid over the end of the table and 
was hurt. 


It was held that whether the nurse was an 
agent of the hospital or of the surgeon was a 
question of fact for the jury to decide —in any 
event, she could be sued. The hospital and the 
surgeon were also sued, but the nurse had to 
answer for her negligence. 


In the case of the International Order of 
Twelve Knights and Daughters of Tabor in Mis- 
sissippi v. Barnes,!© a patient while anesthetized 
was burned on the arm by a hot-water bottle. Suit 
was brought against the hospital. The suit was 
dismissed, because the hospital was a charitable 








institution which was liable only if it were negli- 
gent in selecting its nurses, and such negligence was 
not shown. In such a case the patient could only 
look to the nurse for damages for his injury. 


RULES TO REMEMBER 


Certain rules should be remembered in regard 
to malpractice actions: 

— Negligence is never presumed, but must be 
affirmatively proven. 


—A nurse licensed to practice nursing is pre- 
sumed to have the degree of skill and knowledge 
of an average nurse in the same locality. 


— The standard of local practice must be shown 
by affirmative evidence. 


— To establish malpractice it is not sufficient 
to show that other nurses would have pursued a 
different course of care unless it is also shown 
that the care deviated from one of the standard 
methods in the locality. 


— Unless the negligence is so obvious that a 
layman would easily recognize it, the negligence 
must be established by expert testimony. 


As new operating-room technics and new medi- 
cines are developed, new hazards likewise develop. 
Nurses should appreciate the significance of a 
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statement by James E. Ludlam that although the 
most serious untoward incidents occur in surgery, 
the records show that 70 percent of the incidents 
involve nursing errors.!! 


Isn’t that something to think about? 


The professional responsibility of a nurse for 
the welfare of her patient is the basic tenet of the 
nursing profession, which has been recognized 
since the beginning of modern nursing. However, 
a general awareness by the nursing profession and 
the public of the legal liability of a nurse in 
relation to her patient, and of the resulting impli- 
cations, is something rather new. 


More and more the public considers the legal 
liability of the nurse as significant in the protec- 
tion of the human rights of the injured person. 
Behind this new public concept of a nurse’s per- 
sonal responsibility and liability for her own 
professional acts lies the story of a great change 
in society's attitude toward nursing as a profession. 


While we may not be especially happy about 
the increasing trend in the decisions of courts to 
hold the nurse responsible for her professional 
acts, we must admit that it does mark a mile- 
stone in the evolution of nursing from the status 
of a craft to that of a profession. 


Courts, in awarding damages to injured pa- 
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tients, deem that professional nurses possess a 
requisite degree of learning, ability, and skill in 
their profession which renders them liable under 
the law for injury to a patient or damage to prop- 
erty arising from their professional acts. 


Doctors, dentists, lawyers, and other profes- 
sional people have been answering for their own 
acts for years. Nursing is just beginning to be 
recognized as a profession, and nurses are therefore 
expected to be equally responsible professional 
people. 


In a way, it’s a compliment. So marked is the 
trend for the public to sue the nurse and for the 
courts to hold the nurse responsible for her pro- 
fessional acts that we can no longer afford to 
ignore it. We are going to have to live up to the 
new concept of nurses as professional people. 


Professional liability insurance reimburses the 
insured person for expenses incurred from law- 
suits for injuries to patients occurring, or alleged 
to have occurred, in the course of professional 
practice. This type of insurance, like any insur- 
ance, is a pool of money from many persons to 
protect them from loss sustained through a given 
recognized risk. 


In addition to paying any judgment for dam- 
ages given for a patient’s injuries, a professional 








liability insurance policy pays the expenses of 
investigating a claim, and the expenses of a de- 
fense when a lawsuit is instituted. Such a policy 
protects the insured from losses due to improper 
giving of medicine and drugs, against malprac- 
tice, against errors and omissions, and from 
counterclaims when a lawsuit is brought to collect 
a fee. 


Not only are mistakes and negligence costly, 
but proving one’s innocence can be costly, too. 
Lawyers are reasonably well paid — better paid 
than nurses! 


HOSPITAL PROTECTION RARE 


While it is the impression of many nurses that 
they are protected against claims for injuries to 
patients by a hospital’s malpractice or liability 
insurance, such is rarely the fact. Many hospitals 
carry liability insurance which protects the hos- 
pital, but not its employees. The insurance com- 
panies pay for defending the hospital, and inci- 
dentally they may have to give the nurse a little 
defense, but the minute that the hospital is taken 
care of, the nurse is on her own. 


Moreover, many hospitals carry no liability in- 
surance because as charitable institutions, in a 
number of states they are not legally responsible 
for personal injuries to patients. So what would 


be the point to their carrying insurance? 


Again, some hospitals do not have liability 
insurance for fear such coverage may create lia- 
bility where none otherwise exists. There are a 
few states in which a charitable institution can 
be sued to the extent of its insurance. A hospital 
in one of these states may not carry insurance for 
fear it might be sued when it otherwise wouldn’t 
be! The nurse may be working in such a situation. 


In other states, the nurse employed in a hos- 
pital ceases to be the agent of the hospital while 
she’s in the operating room, for her duties are 
under the control of the surgeon. However, even 
in such a situation the surgeon does not neces- 
sarily become responsible for her negligence, unless 
he has had, or in the exercise of reasonable care 
should have had, knowledge of the careless act 
being done by her. Nor can he be charged with 
her incompetency unless he was aware of her lack 
of skill or experience. 


No nurse is immune from the danger of a pa- 
tient’s charging her with malpractice or negligence. 
If he wants to sue her, he can! If the suit hap- 
pens to be brought as a nuisance, she may even- 
tually file a counterclaim for malicious prosecu- 
tion. Generally speaking, however, one round in 
court is more than enough for the nurse. If she 
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gets out of that one, she’s not going to countersue 
the patient for annoying her. 


At times there may be suits without merit. 
For example, a disgruntled patient may bring a 
suit in an endeavor to avoid paying a professional 
bill. Irrespective of its merit or outcome, every 
lawsuit casts a cloud upon a professional person, 
and trouble, worry, and expense of vindicating 
herself follow. 


The nurse by herself, without insurance, may 
wage only a partially successful defense, or she 
may even consent to compromises and settlements 
out of court, which are based not on merit but 
momentary expediency. She may give the patient 
something just to get out of the suit—to hush 
it up—even though she knows the claim is not 
just. 


The net result is an increase in the number 
of malpractice or negligence claims. One com- 
promise invites another. Insurance protects the 
nurse’s assets from being wiped out by an adverse 
payment, or by an expensive or protracted defense 
against a claim. 


In Miller v. Mohr,2 just to show what I mean 
by “protracted,” the person sued was a student 
nurse in her second year of training when the suit 
arose. When it was settled eight years later, after 
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16 times in court, she was married and had three 
children. The case was decided and then appealed. 
The decision was reversed for one error, and 
then appealed again. This decision was remanded, 
and the case sent back for review. Then it was 
appealed again, and so forth. 


Imagine the cost in time and money, of 16 
court appearances! The plaintiff in that case 
finally collected $25,000 insurance from the hos- 
pital’s insurance company. Then the court told 
the nurse: “All right, you may go” —but after 
eight years! 


Such prolonged litigation results—not always 
—but frequently. It should always be remem- 
bered, too, that actions may come up two, three, 
four, five years later. 


Liability insurance assures prompt and _thor- 
ough investigation of claims which may bring out 
the facts, and therefore result in a far more 
fair newspaper account of the problem. Because 
newspaper stories destroy many a_ professional 
reputation, timely and thorough investigation of 
claims tends to minimize the damage to the nurse 
even more, perhaps, than the results of the final 
settlement in the court, when the news value of 
the incident is lost and a small item printed in 
the back pages of the newspaper is ignored. 














One of our biggest and most valuable rights is 
a “right to employment.” When we get a great 
deal of adverse newspaper publicity — win, lose, 
or draw — we've “had it.” 


If a nurse has insurance and she calls the in- 
surance company promptly, and it investigates the 
claim immediately, and the same evening puts her 
side of the story in the paper, she fares a little 
better. Public opinion is not law, but it has a 
bearing on what happens to us. 


So from that standpoint, insurance has a cer- 
tain value, and if the nurse has insurance cover- 
age this prompt investigation is not going to cost 
her anything. 


There are a number of ways in which an in- 
surance program for nurses, including operating- 
room nurses, can be handled. A policy can be 
issued to the individual members of an associa- 
tion, or a policy can be issued on behalf of the 
“members of an association,” and certificates given 
to the members in good standing. When the policy 
is issued to individual members, there are various 
state regulations which have to be complied with, 
and, as a consequence, there is a variety of con- 
tracts. 


I believe that at the moment any insurance 
company issuing individual policies would have 


to deal with the 49* jurisdictions — 45 states and 
four commonwealths** — that make up the United 
States. They would all have to be considered with 
their various laws. 


As one might anticipate, the cost of issuing sep- 
arate policies is necessarily reflected in the pre- 
mium the nurse must pay. However, when a 
policy is issued on behalf of the members of an 
association, and a certificate is given to each 
member in good standing, there is a uniform 
contract. The association has its home office 
somewhere; it is incorporated somewhere. So the 
insurance company then has to deal with just 
one jurisdiction, and all the membership through 
it. 

Obviously a uniform contract involves much 
less clerical work for the insurance company, and 
a saving is reflected in a lower premium to the 
nurse. Then, too, the greater the percentage of 
members who insure in a group policy, the lower 
the premium rate will be. Insurance is just 
spreading the risk; the more people it is spread 
over, the lower the’ rate. 


*At the time this lecture was given, Hawaiian statehood had not been 
voted. 


**Kentucky, Massachusetts, Pennsylvania, and Virginia are officially 
designated as commonwealths. 
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Under all forms of malpractice policies the 
base limits of liability are $5,000 and $15,000. 
This means that the company’s liability in any 
one case is limited to $5,000, and that the com- 
pany’s total liability, on account of all claims 
which arise during any one year, is $15,000. 


There has been such an increase in claims 
against professional men and women in the past 
few years, that a great many state and national 
professional organizations have made available 
to their members some type of malpractice insur- 
ance. 


For example, the St. Paul Fire and Marine 
Insurance group was selected by the American 
Nurses’ Association to underwrite a professional 
liability insurance program for ANA members. 
The insurance company has undertaken a pro- 
gram to provide complete coverage for claims 
which occur from alleged professional liability. 
It is licensed to sell insurance in every state, the 
District of Columbia, and Hawaii. 


The annual premium for registered nurses in 
New York and Louisiana is $10 for the base 
policy of $5,000/$15,000. In the rest of the coun- 
try it is $9. The table below shows the premiums 
for the various policies available: 
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Annual Premium Annual Premium 


Limits New York in remainder 

of Policy and Louisiana of country 
$5,000/$15,000 $10 $9 
$10,000/$30,000 13.50 11.70 
$25,000/$75,000 17.10 14.22 
$50,000 /$150,000 18.90 16.56 


The company will settle no suit without the 
consent of the insured nurse. If the lower court 
decides against the insurance company, it agrees 
to take the suit to the highest court to which ap- 
peal can be taken. 


The company also agrees to defend without 
limit of cost any suit filed. In addition, it will 
furnish any required bond up to the amount of 
the minimum limit of the policy. This is very 
important. Such a bond may be necessary for ap- 
peals, or for the release of attachments or gar- 
nishments of wages. 


When an untoward incident or accident occurs, 
the nurse is required to give immediate written 
notice to the insurance company, with the most 
complete information available at the time. 
Without the written consent of the company, the 








nurse may not admit liability, nor make any offer REFERENCES 
or payment. 1. Ls H: Law Every Nurse Should Know. Philadelphia: 
Sa Saunders Co., 1957, PB; 74. (Napier v. Greenzweig 256 Fed. 
The nurse must be careful to prevent or mini- 196, (2nd. Cir. 1919); Forthofer v. Arnold, 60 Ohio App. 436, 21 


N.E. 2d 869 (1938) 
. Rodgers V. Kline, 56 Miss. 808, 31 Am. Rep. 389 (1879). 

. Creighton, H., op. cit., P. 75. 

. 76 Cal. App. 2d 1, 172 P 2d 359 (1956). 

_For about 2Ygc a day, the nurse gets malprac- . 220 Cal. 46, 11P 2d 426 (Modified); 17 Cal. i gApp. 2d 656 (Revd), 
tice coverage of $5,000/$15,000 a year. The nurse 62 P 2d 1075 (Affim. in part, Rev'd in part | 


mize a claim being made under the policy. She 
may cancel the policy at any time. 


akon 


ae 


° ° 6. Piper v. Epstein, 326 Ill. App. 400, 62 N.E. 2d 189 (1945). 
who takes such insurance does so hoping that she 7. $05 P. 2d 86 (Cal. 1956). 
will never use it. But no doubt she can sleep 8. Clarey v. Christiansen, 82 N.E. 2d (Ohio, 1948). 
easier knowing that if difficulty does arise, she 9. 208 Okla. 130, 253 P 2d 830 (1953). 

10. International Order of Twelve New fCas & Daughters of Tabor in 
has coverage. Mississippi v. Barnes 16 CCH . Cases 406 emis. 1046 ' 
The petotes assistance of W. Andrew Sale, state agent, -—- Va., at. ins oo, J ‘havea ian Profesional Lishiiy,” Hosp. Preg., 
and John B. Winters, claims manager, Washington, D.C., both of the . 

St. Paul Fire and Marine Insurance Co., is gratefully : cooaieeae 12. Miller v. Mohr, 198 Wash. 619, 89 P. 807 (1939). 


Questions taken from the discussion period follow- 
ing Dr. Creighton’s lecture before the annual con- 
gress of the Association of Operating Room Nurses 
in Houston, February, 1959, appear on the follow- 
ing pages. Also included are other questions which 
were submitted at the meeting and were not 
answered because of time limitations. 
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Legal Liability of the O.R. Nurse 


Answers to specific questions on the nurse’s liability 


for her professional acts 


By Helen Creighton, R.N., J.D.* 


Q. Is there a time limit between the time of in- 
jury and the time in which a patient may bring 
suit against the nurse? 

A. There are statutes which limit the time within 
which legal rights or claims may be asserted. These 
vary with the type of claim and the state. The 
effect of such statutes, called statutes of limita- 
tions, is to bar the remedy to sue. In a civil ac- 
tion based on a contract, the time when the pro- 
ceeding must be started also depends upon whether 
the contract is in writing or not in writing. In 
the majority of states if the lawsuit involves a 
breach of ‘contract not in writing, the action must 
be brought within three to six years. If the action 


*Dr. Creighton is associate professor of medical and surgical nursing, 
Southwestern Louisiana Institute, Lafayette, La. 
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involves a contract in writing it must be brought 
within a time ranging from six to twenty veurs. 
The right to start a suit for breach of contract be- 
gins when the contract is breached. 

Where claims for damages are based on negli- 
gence or malpractice, in the majority ol states 
the law requires the action to be started within 
two or three years from the commission of the 
tort. In a nurse-patient relationship, it is possible 
for a negligent act to be done unknown to the 
patient, and the patient’s usual reliance on the 
skill and ability of the nurse may permit a nurse 
to allow the statute of limitations to run and 
thus bar the patient’s right to start an action. 
Therefore in some states, the statute of limita- 
tions is not considered as beginning until the end 
of the professional relationship. In the case of 




















Gangloff v. Apfelbach', there is a collection of 
cases on the point and a statement of the law in 
various states. In other states the statute of limi- 
tations begins to run when the act of malpractice 
occurs, no matter when the injury is discovered or 
damages result. If a defendant conceals material 
facts or hinders a plaintiff in starting a lawsuit, 
the statute does not run until the facts are dis- 
covered or should have been by an ordinary, rea- 
sonable person in the same circumstances. 


The statute of limitations varies from two to 
six years in criminal cases. In murder cases there 
is no time limit. 


Q. How does malpractice apply to a registered, 
licensed vocational nurse? 


A. In a malpractice action the plaintiff has the 
burden of proof. This means that he must estab- 
lish that another nurse, for example a registered, 
licensed vocational nurse, acting in the same or 
similar circumstances, would not have done or 
omitted what the defendant did. The defendant 
nurse is required only to have that degree of 
learning and skill possessed ordinarily by such 
nurses in good standing who practice in the com- 
munity.” 


Q. Should a doctor’s private surgical scrub nurse 
have her own malpractice insurance? Should the 








doctor also have malpractice insurance coverage 
for such nurse? 


A. The doctor who obtains malpractice insurance 
should make certain that any employee such as a 
surgical scrub nurse acting under his _instruc- 
tions in the treatment or care of a patient is 
included within the coverage.* That statement is 
made in the doctor’s best interests. However, re- 
membering that at law each person is responsible 
for and answerable for her own torts and negli- 
gence, I would consider it advisable for such sur- 
gical scrub nurse to carry her own malpractice 
insurance. Such insurance policy is designed and 
intended to protect the nurse against claims for 
damages caused by improper care and treatment 
of patients, irrespective of whether the claim has 
merit. It also covers the cost of investigating and 
defending the claims. Since more and more fre- 
quently a nurse is being made a defendant along 
with the doctor and hospital in malpractice ac- 
tions in order to question her before trial to get 
evidence against her and other parties to the ac- 
tion and since some of the most serious incidents 
occur in surgery, it would seem desirable that a 
surgical scrub nurse in her own best interests 
carry her own malpractice insurance. The cost 
thereof is low and, I would think, well worth the 
comfort of assured protection in event of a lawsuit. 
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Q. May a hospital be held responsible for a mal- 
practice act out cf the line of duty by an employee? 
A. An employer’s liability for tortious acts done 
by an employee is limited only to acts which are 
related to the business and services of the em- 
ployer. In the law of torts, the rule of respondeat 
Superior states that an employer or principal is 
liable for the torts committed by the employee or 
agent in the course of the employment or agency. 
The retention by the employer of the right to 
control (to say how, when, and where services are 
to be given and the means to be used) is the most 
distinguishing characteristic of the employer-em- 
ployee relationship. Unless an employer is ex- 
empt under some rule, for example the special 
rules on the liability of charitable institutions, a 
nurse who is an employee will render her employer 
liable for torts done in the course of employment. 
Limited by the preceding discussion as to what 
constitutes torts done in the course of employ- 
ment or agency, employers have been held liable 
for negligence, slander, assault and battery, et 
cetera*. The test of liability is whether or not 
the employee was engaged in the business of the 
employer and the wrongful act arose out of the 
performance of that business. Certainly a nurse- 
employee is not presumed to have authority to 
perform a nursing function improperly. However, 
where the injury results from performing a func- 
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tion properly authorized but improperly carried 
out, the tort is committed in the course of the 
employment. 


Q. Are licensed practical nurses and L.V.N.’s 
held liable for their acts? 


A. It is an unqualified and unconditional rule 
of law that every person is liable for the torts she 
commits. This rule is applicable to a licensed 
practical nurse or L.V.N. as it is to any other 
person. With respect to contracts the licensed 
practical nurse or L.V.N. must realize that where 
a contract is valid in every particular, the law 
will provide a remedy for breach of that contract. 
Concerning crime such nurse should realize that 
actions or inactions committed, with intent, by 
persons in violation of a law forbidding or re- 
quiring them is a crime and further that anyone 
competent to act for himself is answerable for his 
actions. 


Q. Is it necessary to have a definition of the 
practice of professional nursing in the state laws 
for protection? 


A. No. There are nurse practice acts in every 
state in our country but only a relatively few have 
a definition of what constitutes the practice of 
professional nursing. Mr. Lesnik and Dr. Bernice 




















Anderson in their book, Nursing Practice and the 
Law, Schedule 3 in the Appendix, have collected 
much helpful material on definitions of the prac- 
tice of nursing existing in nursing practice acts. 
The American Nurses Association definition of 
professional nursing and the American Nurses 
Association Statements of Functions, Standards 
and Qualifications for practice in different areas 
of professional nursing are helpful in determining 
a nurse’s responsibility and liability where ques- 
tions arise. These definitions do help to draw 
the line between nursing and the practice of 
medicine. 


Speaking of protection, I would like to point 
out that the purpose of legal control of nursing 
is the general welfare of the people. Nursing, as 
is true of certain other professions, occupations, 
trades and callings, is so clothed with a public 
interest that under the police power, practice acts 
and licensing provisions have been enacted to 
secure people against ignorance, lack of capacity, 
deception and fraud. Further, it should be ob- 
served that if this objective of the law is to be 
achieved mandatory licensing is necessary. Since 
we are all potential patients, for our own protec- 
tion as well as the protection of others we should 
take an active interest in working for mandatory 
licensing of all nurses in the various states. 





Q. In lawsuits involving errors by student nurses 
is the instructor in the operating room usually 
held liable? May student nurses be sued as 
individuals? 

A. Student nurses may be and have been sued as 
individuals. The well-known case of Miller et ux. 
v. Mohr et al., Miller et ux. v. Sisters of St. Fran- 
cis et al®, is simply one illustration of a suit against 
the student nurse as well as a suit against the 
charitable institution. A student nurse, as is true 
of every person, is liable for the torts she commits. 


The chief responsibility of the nurse, such as 
the instructor in the operating room, who is re- 
quired to supervise others is to ascertain which of 
the patient’s needs can be entrusted safely to 
others and to determine whether or not the one 
to whom they are delegated is competent only if 
she is supervised personally. 


In the case of Piper v. Epstein’, an action for 
damages was brought against a doctor, charitable 
hospital, O.R. supervisor-instructor and student 
nurse for the death of a patient caused by leaving 
a laparotomy sponge in the abdomen following a 
cesarean section. During the operation the stu- 
dent nurse who had been in the operating room 
only three or four days simply passed out sponges 
to a surgeon; she did not count the sponges at the 
conclusion of the operation. The supervisor-in- 
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structor reported that the sponge count was cor- 
rect. The student nurse was held not liable and 
the supervisor-instructor was held liable in that 
particular case. 

Why? Everyone has a duty to behave as a 
reasonably prudent person would act in the par- 
ticular circumstances; in this instance the court 
held that the student nurse in the light of her 
training and experience had done so. On the other 
hand the supervisor-instructor had delegated duties 
to the student nurse which the latter was compe- 
tent to perform only if supervised personally. The 
supervisor-instructor had failed thereafter to give 
the student such supervision and as a consequence 
the error occurred; thus the supervisor-instructor 
was not acting as an ordinary, reasonable person 
under the circumstances and therefore, she was 
held liable. 

Piedmont Hospital v. Anderson’ is another case 

where a nurse incurred liability for failure to 
properly supervise a student nurse. 
Q. As a supervisor, am I responsible for a regis- 
tered nurse as well as student nurses or auxiliary 
workers in regard to errors in carrying out as- 
signed duties? What about staff nurses — can their 
supervisor and the directors of nurses be sued for 
staff nurses’ acts? 


A. Nursing is a profession for which skill and 
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training are requisite, and the professional nurse’s 
chief responsibility is to use judgment in the total 
care of the patient which requires the application 
of principles based on the physical, biological and 
social sciences. Judgment is based on evaluating 
the facts; therefore a nurse’s doing or not doing 
a particular act cannot be said to be correct or 
incorrect unless analyzed in the light of the par- 
ticular facts of the case in question. 

There have been a number of decisions involv- 
ing liability for a nursing supervisor’s liability. 
It is true that she may be liable for the negligence 
of others, that is, of persons to whom she has 
assigned certain duties’, In Valentin v. La Societe 
Francaise de Bienfaisance Mutuelle de Los An- 
geles!°, a general duty nurse reported to the nurse- 
supervisor that a patient recovering from an oper- 
ation showed signs indicating pathology for three 
days. His physician was out of town and the 
supervisor failed to call another doctor. Subse- 
quently the patient died and the supervisor was 
held liable. 

In Parowski v. Bridgeport Hospital et al!!, a night 
supervisor was held negligent and the judgment ob- 
tained against her. An asthmatic patient was 
admitted, given Seconal and put in an oxygen 
tent, and thereafter she became confused and 
started hallucinating. The nurse in charge of 
the patient notified the night supervisor and re- 














quested someone to help. No assistance was pro- 
vided, and in the morning the patient was found 
on the sidewalk. 


Such cases, in addition to Piper v. Epstein'2, 
illustrate a few situations in which the nurse- 
supervisor has incurred liability. The measure of 
the standard of care for a nurse-supervisor is that 
used by an average careful nurse-supervisor in the 
same circumstances. In the cited cases the nurse- 
supervisor was liable because she had failed to 
use the standard of care required. The nurse- 
supervisor’s liability is based on her failure to 
carry out the function for which she is responsible, 
i.e., supervising another. 

It is necessary for nurse-supervisors to evaluate 
the functions, the duties and the areas of nursing 
that may be delegated with ordinary, reasonable 
safety to student nurses, auxiliary workers, prac- 
tical nurses and staff nurses and assign duties in 
accordance therewith. 

The supervisor is not an insurer that such nurse 
or assistant will not be negligent nor commit some 
error in the discharge of her assigned duties; but 
what is required is that the supervisor make 
ordinary, reasonable assignments and if she dele- 
gates duties which a subordinate is competent to 
perform only with supervision, to give the neces- 
sary supervision, and where the. supervisor is 


furnished information requiring her further action, 
to handle the same as an ordinary, reasonable 
supervisor. 


Q. If you have a person giving anesthesia who 
has been trained only in the hospital and is not 
a registered nurse or registered anesthetist, how 
liable is the operating room supervisor? 

A. In my opinion the operating room supervisor 
would not be liable. The operating room super- 
visor is responsible for the administration and 
supervision of nursing service. The selection of 
the anesthetist and responsibility for such a per- 
son does not come within the scope of the func- 
tions and duties of the operating room super- 
visor. 

In those situations where the surgeon has full 
control over the actions of the nurse anesthetists, 
his duties and liabilities in the administration of 
anesthesia are in general the same as those for 
other phases of the operation!5. In other cases, the 
nurse anesthetist has been held to be the agent 
or employee of the hospital!¢, 


Particularly in rural areas where trained per- 
sonnel are not available, nurses without any spe- 
cial training or experience have been giving an- 
esthetics for years. The practice is hazardous to 
patients. and is not recommended, but under cer- 
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tain circumstances seems necessary. The adminis- 
tration of anesthesia by qualified nurse anesthe- 
tists has been accepted!5. 


Q. If a doctor gives a spinal anesthetic without 
an anesthetist to take over the care of the patient 
and directs the registered nurse to assume this 
task — if something should happen to this patient, 
who would be liable? 


A. The answer to this inquiry would seem to be 
somewhat in doubt. One would need additional 
facts to give an answer. However, it is pointed 
out that the attorney general of West Virginia 
was asked whether a nurse could give spinal or 
endotracheal anesthesia. His answer on June 10, 
1955 quoted a portion of the West Virginia statute 
as follows: “In any case where it is lawful for a 
duly licensed physician and surgeon . . . to ad- 
minister anesthetics, such anesthetic may lawfully 
be given and administered by any nurse who has 
been duly registered under the laws of this state; 
provided that such anesthetics are administered in 
the presence and under the supervision of such 
physician and surgeon.” 


When the counsel of the New York State Edu- 
cation Department was asked for an opinion con- 
cerning the giving of spinal anesthesia by registered 
nurse anesthetists, his reply of September 3, 1957 
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pointed out that giving of spinal anesthesia called 
for appreciable training and skill, that it was 
important for the person to have such training 
and skill, and that any such person should do so 
only on the order of a licensed physician for a 
specific patient. Only under such conditions would 
he approve the giving of spinal anesthesia by a 
nurse. 


As has been pointed out by Lesnik and Ander- 
son, “the nurse’s right to perform any function 
involving a medical act is conditional upon her 
capacity of understanding to execute the same.”!6 


Q. Is the operating room staff nurse an inde- 
pendent contractor or an agent and servant of the 
hospital? Is the operating room su isor an in- 
dependent contractor or servant of the hospital? 
Is there a difference between a Sister Supervisor 
in a charitable institution and a lay supervisor in 
a charitable institution? 


A. An independent contractor is one who is 
engaged in an independent trade, business or 
occupation and agrees to perform a specified re- 
sult which involves those services; however he 
retains control over the means or manner by 
which that result is to be achieved!?. An employee 
is one who acts as an agent for another and per- 
forms services subject to the other’s control. The 








question of hospital liability for the nurse’s acts 
has to be looked at from the standpoint of the 
state’s own doctrine. In a state where a hospital 
is responsible for a nurse’s negligence, it has to 
be shown that a nurse is an employee of the hos- 
pital. The private duty nurse typically is an 
independent contractor. Where an employed 
nurse is negligent, she may be liable personally 
for injuries to the patient. In addition if she is 
an employee of a hospital, the employer-employee 
relationship exists in which she is the agent of 
the employer-hospital which is responsible for her 
acts while she is acting for him. In some situations 
there is doubt as to whether the nurse is an agent 
of the hospital or the doctor or an independent 
contractor or an employee of the patient, and the 
matter becomes a question of fact for the jury 
to decide. In general it would seem operating 
room staff nurses and operating room supervisors 
are employees; the hospital may be liable as her 
general employer or the surgeon as her special 
employer. 


In Clary v. Christiansen'® a doctor who had 
operated on a patient for a lung abscess was sued 
for negligence. In connection with the surgery 
he had directed a nurse to get a Davis-Bovie 
machine as part of the equipment. Instead the 
scrub nurse got a Fisher machine while he was 


scrubbing for the surgery. A screen hid the ma- 
chine from view in the operating room. The pa- 
tient received a burn. The action against the 
hospital was dismissed. The court held the scrub 
nurse was not an employee of the surgeon but an 
employee of the hospital who had the duty of set- 
ting up the room and the instruments. In Hallinan 
v. Prindle!® where an operating room nurse errone- 
ously gave a surgeon formaldehyde instead of pro- 
caine for use as a local anesthetic and as a result 
the patient was injured, the Court held the surgeon 
was entitled to rely on the skill and care of trained 
nurses and similar persons and he was not liable. 


Nurses employed by hospitals in other states 
function in two roles. For general purposes they 
are employees of the hospital; however, during an 
operation the nurse may be a special employee 
of the surgeon when she works under his super- 
vision and control?®, 


There is a difference between a Sister Super- 
visor in a charitable institution and a lay super- 
visor in a charitable institution. The former is 
under a vow of poverty and a member of a re- 
ligious community; in general this is a strong 
deterrent to her being sued if not an absolute 
legal barrier. Piper v. Epstein'2 on the other 
hand, illustrates that a lay supervisor in a chari- 
table institution was held liable in an action 
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based on negligence even though the charitable 
institution was exempt for liability. 

Either person is working in a charitable in- 
stitution. In certain of the states and common- 
wealths you may not sue a charitable institution 
for negligence of the employee, whether the em- 
ployee is religious or secular. Massachusetts, for 
example, and Pennsylvania would not entertain 
a suit. 


However, there is an increasing tendency in the 
United States to permit suits against charitable 
institutions. In Maryland, for example, if a 
charitable institution has insurance, the courts 
will permit a judgment against the hospital to 
the extent of its insurance, reasoning that if the 
charity is insured, it can pay to that extent 
and will not be ruined. 


In other states a suit against a charity is per- 
mitted if it has not exercised reasonable care in 
the selection and retention of employees. There 
are only 11 jurisdictions which rather unquali- 
fiedly permit suits against a charitable institution, 
under most circumstances. 

The leading case, incidentally, was Hughes vs. 
The President and Directors of Georgetown Col- 
lege in 1942. 


The District of Columbia, Arizona, California, 


Delaware, lowa, Kansas, Minnesota, New Hamp- 
shire, New Jersey, New York, Ohio, and Vermont 
will permit suits against charitable institutions. 


The Sister supervisor has a double protection. 
First of all, I assume she’s a member of an order, 
which is a charitable institution and cannot be 
sued. Then, if she’s working for a religious hos- 
pital, it’s a charitable institution too, and cannot 
be sued. The lay supervisor has the protection of 
working for a charitable institution. 


I wouldn't advocate that Sisters depend upon 
it, but I. know, from working in a Catholic insti- 
tution for several years, that it is quite likely 
that in many instances people won't sue a Sister 
because she’s a Sister. Many times a charitable 
institution — Catholic, Lutheran, Methodist, or 
what have you— will not be sued because some- 
body doesn’t want to sue the church. Legally 
they can be sued, but I think their chances of 
being sued are a little less. 


Q. Please explain when a student is responsible 
for her own acts according to her preparation. 


A. Whether you're a student, an aide, a maid, 
an orderly, a practical nurse, a professional nurse, 
or a nurse with all the degrees in the alphabet 
rearranged five times, you are always responsible 
for your own actions! 

















The law says that a person has to act as an ordi- 
nary, reasonable person under the circumstances. 
If she is a student, we expect less of her than we 
do of a registered nurse, but there isn’t much 
difference in a student on the day before she gets 
her diploma and the day after, and I think the 
court would not see much. There is quite a dif- 
ference, perhaps, between the new student in the 
first two or three months of her educational ex- 
perience and the student at the end of her edu- 
cational experience. 


In the case of Miller vs. Mohr, this observation 
was reported: “The student seems to be a bit pre- 
occupied at times.” Doesn’t that sound good in 
court! It came off her efficiency report! 


The courses she has taken, the grades she has 
made, the efficiency reports she has had, the expe- 
rience she has had, are all material used to judge 
the student as to whether she acted as an ordinary, 
reasonable, student nurse in view of the circum- 
stances. 


Q. If a patient is told a certain doctor will per- 
form the operation, and another doctor performs 
it under false pretenses, what are the responsibili- 
ties of the O.R. supervisor? 


A. First of all, nurses are professional people, 
and someone who deals with a nurse or doctor 


has a personal contract with that professional 
person. The patient who asks for a_ particular 
doctor wants Dr. Smith, not Dr. Jones. Maybe 
Dr. Jones is twice as good and knows twice as 
much —but the patient wants Dr. Smith. He 
makes a contract with Dr. Smith. 


The minute the professional person makes a 
substitution without the patient’s permission, he 
has broken the contract. Professional contracts are 
bilateral, and between persons. We're not bar- 
gaining for loaves of bread! We are bargaining 
for the services of particular people. 


What are the _ supervisor’s responsibilities? 
First of all, does she know about the substitu- 
tion? The surgery might be performed on her 
day off, and she couldn’t be expected to know 
about it if somebody else is in charge. For any re- 
sponsibility she has to know these things or be in 
a position where she should know them. If she 
has reasonable knowledge, she would have to 
record it. 


I don’t believe in her seeking trouble — going 
around to the patient next day and saying: “Did 
you know that when you were anesthetized yes- 
terday, somebody else did the operation?” But 
certainly, when she fills out the report, if Dr. 
Jones did it she wouldn’t allow him to sign Dr. 
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Smith’s name without noting the discrepancy. She 
had better not! 


It's better to be honest about the record: make 
a report to the nursing administrator of the 
hospital; give her as much notice as possible so 
that she can think up the neat and politic and 
gracious way to handle the situation; but always 
“play the record square.” 


The minute you tell something that isn’t quite 
right, and the lawyers prove that it isn’t, you 
have discredited yourself. Remember, the biggest 
indictments of people are made or written by 
themselves. You “put your foot into your own 
mouth.” 


The supervisor is responsible for seeing that 
the record is made out accurately. The doctor is 
supposed to do it; all right, she has to note dis- 
crepancies. She should notify as fast as possible 
higher authority; make a written record of it, with 
a carbon copy for herself. She should protect her- 
self the best way she can, but “play it on the 
square.” 


If a person doesn’t have operating-room privi- 
leges, the supervisor has to have the courage to 
“tell him off.” She has to stand her ground. 
When we have the position, we have to measure 
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up to it. It isn’t always comfortable, but it has 
to be done. 


Q. Would the hospital or operating room super- 
visor be responsible for a technician brought in 
by the surgeon to scrub for his cases? 


A. The technician brought in by the surgeon to 
scrub for his cases would be the employee of 
such surgeon and he as employer, not the hospital 
or operating room supervisor, would be liable 
for the acts done in the course of his professional 
work. An employer is one who has the right 
to control as to the result. Such surgeon has the 
right to say where, how and when the technician's 
services are to be performed, and this would 
support a finding of employer-employee relation- 
ship. On showing that the operating surgeon 
has complete supervision and control over the 
acts of a nurse or technician, her negligence is 
charged to him. Aderhold v. Bishop. 


Q. If a patient has an incorrectly signed opera- 
tive permit, is the nurse liable, if she assists with 
the procedure? 


A. Technically, in a sense, the doctor is the one 
responsible for seeing that these things are done, 
but we know from practice, going back to what 
current practice is, that it is the nurse who gets 
the permits signed. If she knows that a permit 














is incorrectly signed, she had better get a cor- 
rectly signed one — because to operate on anybody 
without one is to commit ‘assault and battery.” 


Many times patients may take advantage of such 
a situation. They may know that if they let 
you go ahead and don’t say anything, they won’t 
have to pay their hospital bill, the doctor’s bill, 
or anything else, and if they want to get nasty 
they can sue on that basis. 


Get a permit signed—and remember to show 
on the nurse’s notes or someplace that the permit 
was signed before the patient was sedated. 


I hold my head in horror every once in a while 
when I see a patient get Demerol, morphine, 
or other sedation, and later see a nurse come 
around to ask, “Will you sign the permit?” 


She gets a signature, but it isn’t worth much. 
The person has been sedated; is he in a position 
to give consent? To give “consent” you must know 
what you're doing. I think there is little doubt 
that the patient could crawl out of it if he 
wanted to. I don’t say that many patients do, 
but the possibility should be considered. I’ve seen 
that mistake made hundreds of times. 


Is the nurse liable if she assists with the pro- 
cedure? If she makes note of it, if she notifies 
the proper authority and is told to go ahead, 


she hasn’t any choice; but she should be sure to 
do so, and should make a record of who told 
her to go ahead. She has to do what she’s told — 
but should make sure who’s covering her. It’s 
legitimate sometimes to “pass the buck.” 


Q. In the emergency room, if a minor is brought 
in without his parents or legal guardian present, 
and the case is not a life or death matter, is he 
taken care of with hope of obtaining signed per- 
mits later? 


A. I like to quote an attorney friend in Ohio: 
“Remember that in case of an emergency, we have 
to do what's necessary to protect life and limb — 
but it’s simply amazing how little one has to do 
to protect life and limb.” 


When I go ahead and do things for the love 
of God, I know what I’m in for. The parable 
of the good Samaritan is good religion, but, 
horrible though it may sound, the publican and 
other people who walked by on the other side 
were certainly within their legal rights. 


When we are good Samaritans or good Jews 
or whatever we happen to be in the operating 
room, we may let ourselves in for problems. 
Here is an example from my own experience. 


Four high school students, coming home from 
a dance one night, ran their car into a telephone 
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pole. When one young chap was brought into the 
hospital, his face looked as though he had been 
through a meat grinder. 


We couldn’t get any identification or signed 
operative permit. He was bleeding profusely. We 
took him to the operating room, and we worked 
five hours doing a neat job of plastic repair so 
that his face would look presentable thereafter. It 
was excellent surgery! 


About 7 o'clock the next morning his family 
found out that he was in a Catholic institution. 
His father, a good 33rd-degree Mason, was hor- 
rified. He was getting that child out of there 
immediately if not sooner! He wouldn’t pay any- 
thing — and he sued the doctor who did the sur- 
gery. That's the thanks that the surgeon and the 
rest of us got for doing a good turn in that case. 


There is no doubt that this youngster was 
better off because the repair was done at the 
time instead of the next day, after his father 
had found out through the police what had 
happened. But I just use this experience as an 
exampie of the thanks you may get when you go 
ahead and do things. Far from getting paid, you 
may get into trouble. I think the father was high- 
pressured in the community not to sue the insti- 
tution, but he certainly did make life miserable. 
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I don’t suggest that such action is the usual 
consequence, but I want to emphasize that beyond 
the obligation of taking care of life and limb, 
it’s better to get permits signed. 


Don’t “hope” for signatures. Hope is out of 
law, I’m sorry to say. There just isn’t any place 
for it. 


Q. Is there a statute of limitations on a case 
of this kind? 


A. There is a statute of limitations in every 
jurisdiction in the country. It varies from one 
jurisdiction to another. Usually in malpractice 
actions it is two or three years. In some areas 
it is as low as one year. 


In the case of a minor, however, the statute 
of limitations does not start running until the 
minor reaches majority. Just last year in Mary- 
land, a case was brought up more than 19 years 
after the surgery in question. A child had had 
a mastoid operation, and there was a little dam- 
age to the facial nerve. Nineteen years later, 
this child was 21. Within the next three years 
he sued the doctor and the nurse! 


The statute of limitations would not run in 
the case of a person who was mentally incompe- 
tent. Various other things may interrupt the 

















particular statute of limitations. I would suggest 
that you look up the statute in your jurisdiction 
or ask your attorney. 


Q. If a doctor informs the patient of one type 
of surgery and does an entirely different proce- 
dure without informing the patient or relatives, 
is this malpractice? If so, would the operating 
room supervisor be held liable for this act along 
with the surgeon? 


A. No, this is not malpractice; an unauthorized 
operation is considered assault and battery. Ac- 
cording to the Court in Maddox v. Neptune*™, a 
malpractice action is based on negligence which 
is an unintentional injury; this is distinguished 
from an assault and battery action which is an 
intentional injury. Unless there are quite excep- 
tional circumstances, if a surgeon operates with- 
out consent or if the operative work performed 
exceeds the consent, the operation is technically 
an assault and battery and he is liable in damages. 
By way of illustration, the case of Havely v. 
Higgs?’ is cited. The patient went to the hospital 
for an operation on her nasal septum. While she 
was anesthetized, the surgeon removed her tonsils. 
There was no charge that such operation was not 
done with skill. However, she sued the surgeon 
for an unauthorized operation and its resulting 
pain and suffering and obtained a verdict for 


$1,000 which was held not to be excessive. The 
surgeon's request that the jury be instructed to 
give a verdict for nominal damages was refused 
by the Court. 


Q. What happens to the nurse who is sued but 
has few material possessions or little savings? 


A. A judgment may be obtained against her; in 
most jurisdictions the judgment is good for six 
years. If anybody dies and leaves her anything, 
the judgment can be collected from her. After six 
years, if she hasn’t paid the judgment, the plaintiff 
can go to court and get it renewed. So it runs 
for another six years! 


If a nurse doesn’t have anything, she is not 
likely to have anything until the judgment is 
satisfied. 


Also, the jurisdiction from which I came had 
a provision which allowed attaching or garnishee- 
ing of wages. In other words, if the nurse were 
a single person, any penny she made over $40 a 
week could be attached or garnisheed. Not every 
jurisdiction permits this. 


The old saying, “You can’t get blood out of 
a turnip,” has no application here. 

That's why it’s nice to “pass the buck,” at 
2Yec a day, to the insurance company. Leave the 
problem to its solution. 
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Q. Who is responsible in a lawsuit where injury 
to a patient results from the acts of a surgical 
technician in the operating room? 

A. In passing it might be observed that due to 
the complex organization of the modern operating 
room team, it is frequently difficult to pinpoint 
individual responsibility for injury to a patient. 
If the injury to the patient results from the acts 
of the surgical technician, such person is answer- 
able therefor, since every person is liable for the 
torts he commits. In addition, depending upon 
the relationship which existed at the time the 
incident occurred, the operating room supervisor, 
the hospital or the doctor might also be liable. 


If the operating room supervisor assigned the 
surgical technician duties beyond the scope of 
such worker, or if she assigned her duties which 
she was competent to perform only with the 
supervisor's personal supervision and she failed to 
give the same, the operating room supervisor 
would not be acting as an ordinary, reasonable 
person under the circumstances and would incur 
liability. 

The negligence of the surgical technician could 
be imputed to the doctor as a special employer 
upon showing that he had complete control over 
her acts during the course of the operation; in 
such case the hospital would not be liable for 
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the surgical technician's acts while she was work- 
ing under the direction of the doctor. 


If, in the particular case, the surgical technician 
were a general employee of the hospital, then the 
hospital could be liable. 


Q. Who is responsible for the activities of gradu- 
ate nurses who are exchange students from abroad 
and not licensed in the United States but are 
employed by a hospital here? 


A. In the various states there are certain exemp- 
tions for the requirements for a license to practice 
nursing. This is a matter of state statute or de- 
cided cases in a state, and the exceptions vary 
with the jurisdiction. Some of the more familiar 
exemptions include the unpaid-for care of the 
sick by members and friends of the family, nurs- 
ing care given in an emergency, care given by 
religious in their work, incidental care given 
by domestic ermmployees, student nurses in hospitals, 
registered nurses who accompany patients in 
travel, care given by orderlies in hospitals, pro- 
fessional nurses licensed in one state while they 
are waiting for registration in a second state 
where they are temporarily practicing and per- 
sons who nurse for hire but who do not represent 
themselves to be trained as professional nurses. 
While the exemptions vary in different states, it 





would seem that these exchange students like 
other student nurses would be exempt. Also, it 
is observed that in general such students do not 
claim to be trained as professional nurses but 
state the country from which they come and the 
fact that they are “exchange students.” Moreover, 
it would seem that the rules applicable to other 
student nurses would apply to exchange students, 
i.e., individually they are accountable for their 
own acts; as employees of a hospital, the employer- 
employee or master-servant rule is applicable; and 
supervisors who assign duties to them to perform, 
must not assign duties which they are capable 
of performing only with personal supervision and 
then fail to give it — Piper v. Epstein. 
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Assisted by Dorothy W. Errera, R.N. 


Q. We have two registered nurses and two tech- 
nical aides in our operating room. Should the 
aides scrub alone for major and/or minor opera- 
tions? 


A. The extent to which technical aides are used 
in the operating room is directly related to the 
adequacy of their training, the support they re- 
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ceive from professional personnel, and their work 
performance as measured over a period of time. 
I know of no standards governing the work of 
this group. 


Q. Within what period of time should an abscess 
occur postoperatively, if it is the result of poor 
surgical technic? 


A. If by poor surgical technic you imply rough 
handling of tissues, crude technics or retraction, 
or injudicious use of suture materials, you could 
expect the patient to show signs of hematoma for- 
mation and infection within 24 hours. 


If, however, you refer to over-all technics of 
operating-room function, including control of the 
environment, signs of sepsis may not appear for a 
week or 10 days. 


Q. Wouldn’t routine postoperative therapy with 
antibiotics protect the patient against cross-infec- 
tion? 


A. Routine postoperative antibiotic therapy with- 
out specific indications will mask early signs and 
symptoms of developing infection— and when the 
antibiotic is stopped, the patient may be deeply 
and seriously involved in sepsis. 
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Q. What is your opinion of built-in wall suction 
versus a portable unit? Is it true that a whole wall 
has to be torn down if anything goes wrong in a 
built-in system? 


A. Wall suction makes it possible to eliminate 
another bit of portable equipment from the crowd- 
ed operating room—a factor of importance in any 
campaign to minimize air-borne bacteria. The 
vacuum pump for these units is usually easily ac- 
cessible and of no great moment from a servicing 
angle. The outlet for this equipment can be located 
in the same panel with power outlets. 


Q. Can you see any advantage to double-access 
doors to storage cabinets in a new surgery being 
planned? 


A. I can see several disadvantages. Opening and 
closing all day would set up extraneous drafts and 
ventilating patterns. The noise incidental to the 
banging on the corridor side would be a nuisance. 


Q. Is there any advantage to sliding doors in the 
operating room as opposed to swinging doors? 


A. Sliding doors are nice if they are power-driven. 
The door should be surface-mounted to permit 
thorough cleaning. Sliding doors that recess into 





a pocket eject accumulated dust and dirt each 
time opened. The pocket is a repository for dust 
and a haven for insects. Sliding doors are awkward 
to use when a stretcher or bed is being pushed 
into the room. 


Q. Don’t swinging doors set up air currents that 
are not wanted in the operating room? 


A. Yes, but a two-foot door will set up less than 
a four-foot door — hence, the recommendation for 
paired, double-acting, two-foot doors. 


Q. Would you see anything wrong with removing 
the door between the operating room and _ the 
scrub and sterilizing room? 


A. This would make it impossible to maintain 
positive-pressure ventilation in the operating room. 
There would be no odor control, and the noise 
incidental to the clubroom atmosphere of the 
scrub room provides less than ideal environment 
for the working surgeon. 


Q. Can cocaine solution for eye surgery be re- 
autoclaved without losing its effectiveness? 


A. The concentration of resterilized cocaine solu- 
tion will be affected by evaporation and vapor loss. 
It is safer to make up the solution in the smallest 
lots feasible. This avoids air-borne contamination 
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of solutions left exposed to room air for prolonged 
periods, and insures each patient a little more 
safety. 


Q. We are willing to try shaving our patients in 
surgery but have a few questions. Some people 
still want to do dry shaves, which I think are un- 
comfortable for the patient and messy from the 
point of view of controlling fine hairs. We have 
difficulty with razors and blades. We can’t find 
one that saves the patient from scraping and gives 
a clean shave. 


A. A stiff lather, preferably from a dispenser can 
of soap, is essential to control the hair and des- 
quamating epithelium which the razor removes. 
The use of a straight-edged razor with a detach- 
able blade is the simplest way to shave body hair. 
Any nurse can learn such a technic quickly. 


Using a new blade for each shave eliminates the 
problem of disinfection to control the spread of 
homologous serum jaundice. It also assures the 
patient of a keen edge and a relatively atraumatic 
shave. 


Q. I heard recently that the quaternary ammoni- 
um compounds are contraindicated as agents to 
follow pHisoHex in the preparation of the surgical 
field. Is this true? 





A. There is no incompatibility between pHisoHex 
and the quaternary ammonium compounds. The 
rumor which you heard probably stemmed from the 
fact that alcohol, which is often used as a solvent 
for quaternary ammonium compounds, leaches 
hexachlorophene which has been deposited in the 
skin by the pHisoHex, and in this way robs the 
skin of the residual bacteriostatic effect of the 
hexachlorophene. On the other hand, the quater- 
nary ammonium compounds deposit a bacteriostatic 
film on the skin, based on a different germicidal 
principle, so that the end result is the same. 


Q. Our surgeon says we should not prepare our 
patients with soap and a quaternary ammonium 
compound. Is there any good reason for his state- 
ment? 


A. Soaps and quaternary ammonium compounds 
are incompatible. In the presence of soap, the 
germicidal effect of the quaternary ammonium 
compounds is weakened. Also, dermatitis results in 
a large percentage of people who contact one of 
these compounds when they have residual soap on 
their skin. Hence, care must be taken to thoroughly 
rinse off any traces of soap before applying one 
of these germicides. 


Q. We were taught to dry hands and arms up to 

















the elbow after scrubbing. One surgeon claims it is 
only necessary to dry the hands, because there is a 
great chance of contaminating the towel when dry- 
ing the arms. Do you feel it is right to leave the 
arms wet when donning a gown? 


A. Toweling after scrubbing has become obsolete. 
Electric hand dryers provide a safer, more econom- 
ical, and more thorough means of drying the skin. 
The expense of laundering, inspecting, sorting, 
packaging, and sterilizing towels is avoided. The 
contamination of scrub suit, gown, and environment 
is eliminated. Skin is more thoroughly dried, and 
chapping is minimized. The germicide in post-scrub 
dips and sprays usually evaporates on the skin 
quickly enough to make drying with a towel un- 
necessary. 


Q. We need some advice on cleaning a fresh post- 
operative wound. Should the surrounding area 
of the wound be cleaned first, or the line of in- 
cision? 


A. The clean, dry, postoperative wound is best 
left alone. Any discriminating surgeon will leave 
the suture line clean and dry. A septic draining 
wound needs treatment by a person wearing 
gloves and using instruments which are ter- 
minally sterilized in heat promptly after use. The 
soiled dressing is discarded directly into a water- 





proof bag for immediate incineration. The patient's 
skin in the area surrounding the wound should 
be protected from wound exudate contamination. 


Q. What do you suggest for disinfecting the skin 
for an ordinary injection or venipuncture? 


A. It is important that germicides used on the 
wards and in the laboratories be nontoxic, non- 
irritating, nonstaining, nonflammable, and hypo- 
allergenic. Aqueous solutions of quaternary am- 
monium compounds meet these requirements and 
are good detergents and effective against skin 
organisms, if used properly. The skin should be 
scrubbed vigorously with a sponge wet with 1:750 
aqueous germicide and kept moistened with the 
germicide for one minute. 


Because of the substantive nature of the quater- 
nary ammonium compounds, excess germicide so- 
lution must always be present in the container 
of sponges. This will provide for a germicidal 
concentration both on the sponges and in the 
supernatant fluid in the container. 


Q. How much skin preparation is necessary be- 
fore taking blood from a donor? 


A. Skin requires both cleansing and prolonged 
exposure to nonselective germicides when pro- 
cedures demanding good asepsis are to be under- 
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taken—and phlebotomy is definitely such a pro- 
cedure. 


The skin should be scrubbed vigorously with 
a sponge wet with hexachlorophene soap until a 
stiff lather develops. The soap removes soil and 
desquamating epithelium and exerts some germi- 
cidal action. The lather produced acts as a 
spreader for the aqueous iodine (2%), which is 
next applied with a sponge. 


The skin should be kept moistened with the 
iodine for two minutes. Iodine is an efficient 
bactericide against all skin organisms. The excess 
iodine is removed with a sponge wet with 40% 
isopropyl alcohol, which exerts additional germi- 
cidal action and removes the iodine stain. 


Q. Since the hexachlorophene agents have a long- 
acting bacteriostatic effect, wouldn’t there be an 
advantage to leaving some on the skin of the oper- 
ative area and the surgeon’s hands — after all other 
preparation has been made? 


A. Maximum benefit is obtained from exfolia- 
tion of bacteria that are inhibited and suppressed 
by hexachlorophene. Unfortunately, gram-negative 
organisms grow in the presence of hexachloro- 
phene; hence, a single-shot germicide is essential 
in the preoperative prep. This can be hexachloro- 
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phene in 60% isopropyl alcohol. The latter acts 
as a single-shot germicide and the former is left 
on the skin. If a sufficient quantity of a tincture 
of quaternary ammonium compound is used, the 
quaternary film is left on the skin and suppresses 
bacterial growth in the perspiration that collects 
inside gloves. 


Q. Our nurses feel that wearing clear nail polish 
is some protection against bacteria in badly split 
nails. What do you advise? 


A. To resolve this recurring question, a series 
of experiments was recently done. Eleven indi- 
viduals with nail polish wore gloves for two hours. 
Three of these persons wore nail polish in good 
condition; eight wore chipped polish. 


The average bacteria count in accumulated per- 
spiration was 150 in the group wearing nail pol- 
ish, and 240 in a group without nail polish who 
also wore gloves for two hours. These “glove 
juice” experiments comparing total number of 
bacteria on hands without nail polish versus hands 
with nail polish showed no statistically discern- 
ible difference. The liquid nail polish appears to 
exert some germicidal effect. Freshly applied nail 
polish is a logical means of protecting those with 
fragile nails. 


Q. We prepare our patients for delivery by scrub- 





caietet=ts23 2... . °° 






















bing with pHisoHex and sterile water and painting 
with tincture of Zephiran. Sterile green soap is 
used as a lubricant for forceps if they are needed. 
Do you think this is enough preparation? 


A. There is no bactericidal benefit to be had from 
pHisoHex used as a single-shot germicide. If 
obstetrical patients are instructed to use a germici- 
dal soap or detergent daily in the last trimester, 
optimum benefit is obtained. 


The quaternary ammonium compounds and 
soap are not compatible. In many patients, this 
incompatibility produces an irritating dermatitis. 
Dipping the forceps in a solution of aqueous Zephi- 
ran will provide as much lubricating action as the 
green soap, and the likelihood of irritation will be 
averted. 


Q. How long can you keep something soaking in a 
solution of a quaternary ammonium compound and 
consider it sterile? 


A. That depends on what the “something” is and 
what kind of container it is in. For example, 
ordinary stainless steel instruments in a Pyrex 
jar of 1:750 Zephiran will stay sterile indefinitely. 
A jar packed full of ordinary gauze sponges, how- 
ever, will adsorb much of the Zephiran, and in 
three or four days there will be little more than 
distilled water remaining. The sterility of the 





water is maintained only until the jar is opened 
and the contents are contaminated. 


Q. We are concerned with the very bloody and 
dirty shoes worn in our operating room. What 
is your technic for cleaning these? 


A. In cleaning shoes prior to entering the aseptic 
portion of the operating-room corridor, the first 
problem is routine cleaning to remove blood and 
pus with which the shoes have been spattered. The 
wearer can do this quickly and easily by scrub- 
bing the shoes with a long-handled brush dipped 
in a solution of detergent-germicide. An iodophor 
or an aryl phenolic is good for the purpose. A 
long-handled brush, which eliminates the objection 
to stooping, can be made by bolting a 24-inch 
handle to an ordinary scrub brush. 


Cleansing the soles of the shoes routinely before 
entering the clean operating-room corridor is done 
by simply walking across the surface of a shoe 
bath — a tray holding a polystyrene sponge which 
is saturated with the same detergent-germicide 
solution. Shoe baths located throughout the oper- 
ating-room suite are an easy, inexpensive way to 
keep shoe soles reasonably clean and disinfected. 


Q. Is it good technic to use the foot of the oper- 
ating table for a working surface? 


139 








A. The foot of the operating table can be used 
as a working surface if it is properly draped and 
if such use does not interfere with the patient's 
comfort. 


Q. Can solutions of quaternary ammonium com- 
pounds be used over again? 


A. Again, the answer depends on what the solu- 
tions have been used for. Higher concentrations 
of solutions are needed to disinfect porous materials 
(gauze sponges) than nonporous (instruments). To 
determine the amount of active germicide re- 
maining in any solution is a complicated procedure, 
not practical for ordinary hospital practice, and 
it is safer to discard used solutions. 


The following abstract is taken from a paper pre- 
sented at the clinical congress of the American 
College of Surgeons in Atlantic City. 


Fastidious Hand Hygiene Imperative in 
Prevention of Surgeon-Caused Infection 
The introduction of antibiotics can almost be 
called one of the greatest disasters of our time. 
Because of the carelessness induced by reliance on 
antibiotics, we have gone back two centuries to 
pre-Listerian hospital gangrene. Being admitted 
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to a hospital represented calamity for the patient 
of that day; the death rate used to be 100 percent. 
We may rapidly be getting back to that era. 


As new antibiotics are introduced, new resistant 
organisms follow. If the present trend of activity 
continues, it is impossible to see where this incon- 
gruity will end. 


It is appalling how surgeons will find new words 
to disguise avoidable infection of wounds. Sur- 
geons will infect wounds and yet find many reasons 
to excuse themselves: “the patient has diabetes”; 
“the patient is in the wrong age group”; “there is 
a relationship of infection to month of the year.” 


Many factors are important in wound infection 
—dust, floors, blankets, for example —but even 
with all these contributing factors, a huge majority 
of infections come from the skin of the operators’ 
hands. Fastidious hand hygiene is imperative. The 
skin should never be allowed to become contami- 
nated or infected. 


No touch technics in operating should be en- 
couraged (perhaps surgeons should operate once 
a week without gloves to see how often their hands 
are put in the wound unnecessarily). With 86 per- 
cent of gloves punctured during operation, it is 
imperative that sterilized instruments be used in 
the wound rather than the gloved fingers. 

















The surgeon must set standards of behavior for 
his assistants to follow. In England, Americans are 
admired tremendously for their no-touch technics 
in food handling and food packaging. If the food 
industry is so amenable to these technics, why 
cannot surgery be also?—Sir Reginald Watson-Jones, 
London Hospital and Robert Jones and Agnes 
Hunt Hospital, London, England. 


Bacteria Reservoir Hidden 
Deep in Human Skin 


A hidden reservoir of bacteria exists somewhere 
deep in the human skin, according to Philip B. 
Price, M.D., Dean, University of Utah College of 
Medicine. 


Speaking at Seton Hall College of Medicine 
and Dentistry, Dr. Price said the precise location 
and quantity of these ‘‘deep bacteria” are as yet 


unknown, but appreciable numbers of them begin 
to appear in washings of the skin after 10 to 15 
minutes of scrubbing. This condition, he con- 
cluded, strengthens the theory that it is impossible 
to kill or remove all germs in the skin without 
destroying the skin itself. 


Describing the bacteriology of the skin, Dr. Price 
reported that both “transient” and “resident” 
germs are found on the surface of our bodies. 
Fortunately for the health of man, most of the 
extraneous microorganisms that get on his skin 
soon fall off. 


Residents form the stable bacterial population of 
the skin: They live, multiply, and die there. They 
are less susceptible than transients to the action of 
disinfectants. Residents are composed largely of 
staphylococci of low pathogenicity, but a few 
Staphylococcus aureus and other pathogenic bac- 
teria are almost always present. 
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A review of literature through 
December, 1957, and a discus- 
sion of the “empirical science” 
of chemical disinfection, this 
“status report” is presented 
with the candid admission 
that it reflects the bias of the 
authors who “arbitrarily select- 
ed material of the most in- 
terest to them.” 

The material is useful for 
anyone involved in evaluating 
the claims of the hosts of 
bactericides and disinfectants 
offered to the hospital world. 





R., and Warshowsky, 
Benjamin: “Chemical Disinfec- 
tion.” Annual Rev. Microb. (Stan- 


By Dorothy W. Errera, R.N. 


In-use applications are not 
discussed, but bacteriological 
methods of testing and evalu- 
ating are described clearly. 
The bibliography is excellent. 


Plotkin, Stanley A., and Austrian, 
Robert: “Bacteremia Caused by 
Pseudomonas Sp. Following the 
Use of Material Stored in Solution 
of a Cationic Surface-Active Agent,” 
Am. J. Med. Sc. 235:621, June, 
1958. 


There are three interesting ob- 
servations in this study: (1) 
The authors admit they do not 
know the source of organisms 
contaminating the aqueous 





Chemical Disinfection 


germicide. Air, dust, and skin 
cultures in areas of infection 
were negative. (2) The organ- 
ism isolated from the germi- 
cide and from an infected pa- 
tient could not be readily 
classified as any specific Pseudo- 
monas. (3) Cotton swabs and 
sponges definitely supported 
growth of this organism by ad- 
sorbing the active germicide in- 
gredient from the solution. 


The trouble started with 40 
cases of bacteremia in patients 
whose blood cultures revealed 
the presence of this bizarre 
gram-negative bacillus. The 
only common factor appeared 
to be venipuncture or venous 


























BRSRREE SE 


intubation involving the use 
of the germicide to disinfect 
the skin or the plastic catheters, 
or both. 


The solution was made up 
in the pharmacy using un- 
sterile distilled water with the 
concentrate. On occasion a dif- 
ferent bacillus was cultured 
from the unsterile, distilled 
water and from the diluted 
solution in the pharmacy. But 
the bacillus was not the same 
one giving trouble on the 
wards, nor was this particular 


strain ever recovered in the 
pharmacy area. 

In fresh solution of germicide 
made up with sterile distilled 
water, the Pseudomonas species 
was nonviable in 15 minutes’ 
exposure to the dilution com- 
monly used. When trypticase 
soy broth was added to the ger- 
micide, the bacteria survived 
even in increased concentra- 
tions of germicide. 

Two standard gauze and ab- 
sorbent cotton pledgets were 
then seeded with the organism 


and placed in a 0.1 percent 
solution of the germicide. The 
bacillus again survived. Re- 
peated experiments showed 
that the cotton caused a 
marked reduction in the effec- 
tiveness of the germicide. 
The authors state that the 
organism disappeared shortly 
after the study began. Appar- 
rently no changes in technic or 
concentration of solution were 
made, but solutions were 
changed more frequently. 
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Infection Routes 





Correct Masking, Minimal Conversation 
Aid Organism Control in O.R. 


Little is known of the importance of staphylococ- 
cal toxins in producing disease and cautions should 
be exercised when discussing virulence. Although 
phage typing enables one to trace the path of a 
particular strain, it is dificult to know the origin 
of it because of the many possible sources. A 
staphylococcal carrier carries enormous numbers, 
sometimes equivalent to the masses taken from a 
boil. In contrast, a carrier of the diphtheria 
bacillus may carry only a single organism and pro- 
duce disease. 


Not all carriers bear a particular strain in large 
numbers; also, some are intermittent carriers, some 
are persistent. Why some persons do carry and 
others don’t is unknown. Air-borne organisms, 
direct contact, fomites, food and drink are all pos- 
sible transmitters. 


It is difficult to supply air entirely free of or- 
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ganisms, but it is possible to know how many 
organisms are in the air, how many are settling 
out, and how fast. Properly used masks are a 
means of minimizing dissemination of organisms 
from the nasopharynx to the air. Minimal con- 
versation in the operating room enhances their 
efficiency. Infected patients, even those with mini- 
mal lesions, should be isolated. Periodic surveys 
are helpful in identifying carriers. Strict asepsis 
with no short cuts is an absolute necessity in any 
control program.—Lyle A. Weed, Ph.D., M.D., 
consultant in bacteriology, Mayo Clinic, Rochester, 
Minn. 


Resuscitation Needed 





Must Improve Teaching 
Of First Aid Technics 


Twenty thousand asphyxia deaths a year in the 
United States are enough to underscore the need 
for better teaching methods in first aid. In a 
study of conventional resuscitation methods, two 
thirds of the volunteer “victims” did not ventilate. 
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Probably the most important maneuver to be 
taught in any method is tilting the head back 
to provide a good airway. This represents a modi- 
fication of one of the conventional methods, and 
question thus arises whether the “prone position” 
should be abandoned. It does not favor good 
airway patency because the neck is flexed; tipping 
the head back and holding the jaw forward is 
difficult; the face and air passages are poorly 
accessible; spontaneous breathing is difficult be- 
cause the thorax is inhibited in its motion. 


Exhaled air is a good resuscitation gas but 
many people have a revulsion against mouth to 
mouth breathing; the technic is very successful 
in the hands of an anesthetist, but has been less 
so with laymen. However, any technic taught to 
millions must be extremely simple and applicable 
without elaborate equipment, and mouth to mouth 
resuscitation can be taught. The aversion to 
mouth to mouth can be diluted by providing an 
airway between resuscitator and victim. 


Practice is important in resuscitation technics 
and diagnosis must be sharpened. People must 
learn to recognize cyanosis, apnea, and failure or 
success of ventilation.—Peter Safar, M.D., chief, de- 
partment of anesthesiology, Baltimore City Hos- 
pitals, Baltimore, Md. 


Should Individualize Care 





Responsible for Good Technics to Aid 
In Alleviating Bacterial Spread 


Anesthesiologists should strive to individualize 
care of patients. Hands should be prevented 
from carrying bacteria from the anesthetist’s gas- 
trointestinal tract or nasopharynx to the patient. 
Packaging technics should be developed: to pro- 
vide sanitary intubation equipment. 


Technics for disinfecting anésthesia equipment 
are foggy. There is a tendency to use poor deter- 
gents and to scrub and clean first and disinfect 
second. This successfully spreads bacteria to the 
cleaner’s clothing and the area surrounding the 
sink. Prompt immersion of used equipment in a 
good detergent-germicide is essential. 


Masking is an impalpable technic among many 
anesthetists. There is little cognizance of the fact 
that once a mask is removed, bacteria dry on 
the surface and that, when the mask is put back 
on, hands are contaminated and great gusts of 
bacteria blown about the room as the wearer 
breathes. Fresh masks at frequent intervals are 
essential to protect the wearer’s hands from con- 
tamination and to protect the environment. 


There are many organisms in the environment 
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that live for a long time, multiply, and are a 
continuing hazard. Some epidemiologists and bac- 
teriologists think air-borne bacteria are not im- 
portant and are no longer virulent once out of 
the biologic system. Data from experiments in 
which suspensions of organisms were injected in- 
travenously into mice litter mates is available to 
disprove this theory.—Carl W. Walter, M.D., sur- 
geon, Peter Bent Brigham Hospital; associate clin- 
ical professor of surgery, Harvard Medical School, 
Boston. 


Check Asepsis 





Urge “Infection Consciences” 
For Anesthesiologists 


Anesthesiologists need “infection consciences” to 
match their “explosion-hazard consciences.” They 
spend more time in the suite than anyone else 
and are in the best position to criticize, monitor, 
and correct. 


Operating traffic is a problem in all hospitals. 
Recently 56 people were clocked in one half hour, 
just wandering idly through the operating room. 
The anesthesiologist can appreciate the ludicrous 
aspect of the housekeeping attendant who wanders 
uninhibitedly in the surgery while anesthetists, 
surgeons, and nurses are rigidly policed! 
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Clean cotton clothing is worn in the operating 
room because of explosion hazards and everybody 
entering the suite should change out of street 
clothing. The “senior surgeon with attributes of 
sterility” is a repeated offender. He will come in 
wearing street clothing and operate with his mask 
on his upper lip. It may take the administrator, 
infection committee, or executive committee to 
eventually get through to him, but the anesthesi- 
ologist can certainly immediately call attention to 
any surgeon’s breaches of good technic. 


However, anesthesiologists are not entirely blame- 
less in this area. On a pediatric service the 
anesthesiologist may have to travel from place to 
place. He should at least change his scrub suit 
when returning to the operating room. 


Many people are conscientious in changing cloth- 
ing but ignore their shoes. Clean, conductive 
shoe covers should be provided for transient visi- 
tors and personnel. Permanent operating room 
personnel should have one pair of shoes reserved 
for use only in the operating room. 


Inadequately cleaned equipment used on pa- 
tients can cause gross infection. Cleaning is more 
effective if secretions are not allowed to dry, and 
used equipment should be immersed immediately 
in bacteriologically active cleaning agents. More- 
over, a stack of contaminated equipment awaiting 











cleaning can be a big source of infection. 


After mechanical cleaning heat stable items, 
such as airways and intubation tubes, should be 
sterilized in boiling water or steam; non-heat stable 
items are disinfected in 70 percent alcohol for 30 
minutes. If an ethylene oxide sterilizer is avail- 
able, it provides ideal sterilizing conditions for 
this type of equipment. 


The anesthesia machine should be included in 
clean-up operations. It can contribute as much to 
infection as other furniture in the operating room. 


Suction catheters are another source of dirt and 
organisms. They are suspended in odd _ places 
contaminating everything they touch; they are 
retrieved from the floor and used. Catheters should 
be wiped with alcohol after each use, protected 
in a plastic cover, and fastened to a sheet or 
pillow to discourage travels to the floor. 


Oxygen therapy equipment also contributes its 
share to the problem. The warm, moist oxygen 
tent is a wonderful place for a culture to grow. 
Humidifiers should be completely emptied before 
refilling, not used longer than one week, not 
switched from patient to patient without cleaning 
and disinfection, and kept clean and covered while 
in storage. It should be remembered that while 
distilled water may be delivered to the hospital 








clean and sterile, it may be full of organisms 4 
to 6 hours later thanks to dirty siphoning ap- 
paratus and dirty bulk containers. 


Finally, disinfection of operating table mat- 
tresses should be part of cleaning routines, even 
as bed mattresses in clinical areas are cleaned and 
terminally disinfected. — J. Jacoby, M.D., profes- 
sor of anesthesiology, Ohio State University, Co- 
lumbus, O. 


Provides Free Airway 





Recommends Using Intubation 
During T and A 


The use of an endotracheal tube during T and A 
provides a safe, consistently free airway; allows 
for control of oxygenation and/or prevention of 
aspiration of blood, mucus, tissue, and teeth. Rest- 
lessness and excitement during the recovery period 
appear to be less in patients who have been 
intubated during surgery. 


Intubation need not be a traumatic experience 
for the patient if it is performed in the third 
plane of Stage III of anesthesia (or in a more 
superficial plane with the help of a muscle re- 
laxant). Instruments must be clean, of a proper 
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size, shape and consistency; intubation must be 
done under direct vision. 


In 10,000 cases reviewed, 80 percent were intu- 
bated and anesthetized with nitrous oxide and 
oxygen and vaporized ether. Ether and nitrous 
oxide are decreased and oxygen increased as the 
operation nears completion. When surgery is 
completed, the tube is removed with the patient 
in the lateral position and the table in slight 
Trendelenberg. Excessive secretions are removed 
with suction and the tube is rapidly removed 
during expiration. 


Complications of intubation include dysphonia, 
which is usually the result of difficult intubation 
or prolonged surgery. Upper respiratory tract 
infection may result if improperly cleaned tubes 
are used. — Oscar V. Ribeiro, M.D., Rio de Janeiro, 
Brazil, South America. 


Frees Face Area 





Chest Respirator Breathes for Patient 
Under New Anesthesia Technic 

Added ease in bronchoscopy has been achieved 
with the development of an anesthesia technic 


that gives the surgeon space to work about the 
patient’s face and, at the same time, relieves the 
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anesthesiologist of the stress accompanying the 
usual problems of insufficient respiration or in- 
sufficient relaxation in the patient. 


The Emerson “wrap around” chest respirator 
has been adapted to breathe for the patient who 
is put to sleep with thiopental and paralyzed 
with succinylcholine. Plastic garment of the res- 
pirator fits over the whole patient and effects an 
air seal. The only limit to expansion is the 
patient’s expandability. 


Once the respirator is turned on, the breathing 
bag is discontinued. The patient is not turned 
over to the surgeon until it is positively known 
that the respirator is producing a good tidal 
volume—not as evidenced by mere appearance but 
as measured with a ventilation meter. 


In any anesthesia technic, there is no substitute 
for a clear airway and this technic is no excep- 
tion. Particular care must be taken to see that the 
airway remains patent, because the respirator is 
powerful enough to suck air into the stomach if a 
respiratory obstruction exists. Cyclopropane, ether, 
or other explosive agents are not used with the 
respirator because of the explosion hazard of the 
static produced by the plastic garment and the 
non explosion-proof vacuum motor. — Sidney W. 
Helperin, M.D., senior visiting anesthesiologist, 



















and Walter H. Waskow, M.D., senior resident in 
anesthesiology, both of Mount Sinai Hospital of 
Cleveland (O.). 


Principles Given 





Postoperative Management 
Of the Open-Heart Patient 


The finest surgical repair of heart pathology can 
be frustrated by poor postoperative care of the 
patient. The morbidity and mortality for open 
heart surgery are directly influenced by the char- 
acter of postoperative care. 


At the conclusion of surgery, the patient should 
be almost alert and active. If he does not respond 
to stimuli of skin suturing, suctioning, etc., he is 
considered depressed and, until the cause is de- 
termined, the endotracheal tube is left in place. 
If coma seems likely, a tracheostomy is done be- 
for the patient leaves the operating room. Before 
the patient is removed from the table, his ability 
to sustain ventilation is evaluated by watching the 
breathing bag and his chest wall motion. Gross 
estimates are unreliable in children and a minute 
volume measurement should be made. If ventila- 
tion appears to be inadequate, artificial support 
may be provided until the exact etiology is de- 
termined and corrected. 


« 


If the patient is ventilating and awake, each 
main stem bronchus is carefully aspirated with a 
long curved catheter with end and side aspiration 
ports. Aspiration is quick and gentle. It is done 
in five to ten seconds followed by 60 seconds of 
hyperventilation with equal parts of oxygen and 
helium. Brevity of suctioning is emphasized. The 
pharynx is cleared of mucus and the tube is 
quickly removed. An oxygen face mask is used 
for two to three minutes while blood pressure 
and pulse are checked. The patient is weighed to 
determine adequacy of blood replacement. 


For the first 24 hours postoperatively, an expe- 
rienced -nurse or physician is in constant attend- 
ance. Tracheal suction is only done under direct 
vision and by skilled persons. Bronchoscope as- 
piration is discouraged because of hazards of hy- 
poxia. 

Recovery room personnel must be alert to the 
unusual restlessness and overactivity of hypoxia. 
Sedation is given only when hypoxia is ruled out. 
Sudden tachycardia, tachypnea, hypertension, or 
cyanosis should suggest atelectasis or pneumothor- 
ax. Only medications that will not interfere with 
respiratory exchange or cough reflexes are pre- 
scribed. Intramuscular routes are not used because 
absorption rates are unpredictable. Dyspnea, cyan- 
osis, hypotension, and a fast feeble pulse, com- 
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bined with an analysis of the character and quan- 
tity of chest drainage should suggest hemothorax. 
Pleural drainage is measured and recorded every 
half hour in such a way that running totals of 
loss and replacement are always current. 


Drainage should diminish after the first hour. 
If it does not stop within two or three hours or 
if it stops suddenly, immediate re-exploration of 
the chest is indicated. If this is done early in the 
patient’s postoperative course, it is well tolerated. 
However, if hypovolemic shock and acidosis have 
had time to intervene, the patient will do less well. 
Hypovolemia is diagnosed by a review of blood 
pressure and pulse trends over a half hour period, 
blood loss replacement and venous pressure. 


If condition allows, patients are changed often 
to the lateral position to aid cough and ventilation 
and drainage of secretions. 


Gastric aerodilation is common and causes dis- 
comfort and restlessness. It is treated with suc- 
tion catheter until postoperative chest x-rays show 
an absence of dilatation. 


Fluid therapy is limited to a 10 percent glucose 
solution at a rate of 2.5 cc/kg./hr. until the pa- 
tient maintains oral intake. Electrolytes are added 
as indicated. Digitalis is only given in the post- 
operative period for congestive heart failure, idio- 
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pathic sinus tachycardia, or if the patient had been 
receiving the drug preoperatively.—Joseph J. Buck- 
ley, M.D., assistant professor of anesthesiology, 
University of Minnesota Medical Center, Minne- 
apolis. 


The following are abstracts from papers presented 
at the American Society of Clinical Pathologists 
meeting, December, 1958. 


Anesthesia Deaths 





Proper Evaluation Vital 
At Time of Surgery 


We assume that most deaths due to anesthesia 
occur in patients suffering from malnutrition or 
heart disease. It is the job of the pathologist to 
return to the records to see whether the surgeon 
and anesthesiologist were warned of the risk. 


What too frequently happens is that the patient’s 
own doctor will say an operation is indicated at 
the time of examination prior to admission. The 
operation, however, may take place five or six 
weeks after his personal physician has checked him, 
and several weeks after the surgeon has given 
him a local examination. 











The intern or resident who does the preopera- 
tive examination is influenced by the admitting 
diagnosis, and inclined to overlook other symp- 
toms. Even if he does submit findings to the 
physician or surgeon, their attitude often is: “It 
took two weeks to get him on the schedule; it will 
take two more weeks to reschedule; let’s go ahead 
as planned.” 


One-fourth of the patients who die during in- 
duction of anesthesia have received drugs prior to 
going into the operating room. Barbiturates will 
depress more than morphine. Muscle relaxants also 
depress ventilation, and some paients have drug 
idiosyncrasies. 


Is the rate of anesthesia correct, or is it too 
abrupt in patients who have little tolerance?— 
Norman Roberg, M.D., associate professor of medi- 
cine, University of Illinois College of Medicine, 
Chicago. 

Anesthesiologist Must Anticipate Trouble 
Generally, death is not caused by the anesthesia 
itself, but by factors working against it. It is these 
factors we must anticipate. With more heart opera- 
tions, patients (including children, who are difficult 
to manage) are greater risks. 


We have to know when and how to give anesthe- 
sia to these patients. First, we must keep track of 





time; and second, we must measure the amount 
of the drug very carefully. Recently, we were told 
a youngster weighed 80 pounds, but in the interim 
between examinations and surgery, its weight had 
dropped to 50 pounds. If the record had not been 
checked against the fact, an overdose could easily 
have been given. — John Lundy, M.D., senior con- 
sultant on anesthesiology, Mayo Clinic, Rochester, 
Minn. 


(Abstract of a paper from the annual convention 
of the American Medical Association, Atlantic City, 
June 8-12.) 


Defends Narcotics 





Relates Changing Concepts 
Of Premedication Technics 


Too often preanesthetic medication is prescribed 
by individuals who are not directly concerned with 
anesthetic administration and have little concep- 
tion of the premedication purpose. Because it is 
part of the anesthetic, it should be prescribed by 
the person who plans to administer anesthesia and 
selected on basis of patient’s general status, psychic 
make-up, and type of anesthetic to be used. 


Present-day anesthesia utilizes combinations of 
drugs whereas reliance was formerly placed upon 
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a single agent. Purposes are to provide psychic 
sedation, minimize secretions, aid prophylaxis, 
and/or fortify impotent anesthetics. 

Psychic sedation may be obtained by use of one 
or a combination of several central nervous system 
depressants. Ever since premedication was con- 
ceived, reliance has been placed largely upon 
narcotics. Morphine was the chief agent during 
early days; later the hypnotics, atropine and 
scopolamine (belladonna alkaloids), were added. 
Today there are two schools of thought: those who 
prefer narcotics, and those who prefer hypnotics 
in basal narcotic doses. 


Currently, there is considerable interest in 
ataractics or tranquilizers. While some of these 
act primarily on the cortex, others act on areas 
below, such as the hypothalamus and _ structures 
which control emotions. Thus, certain ones are 
capable of establishing emotional tranquility in 
disturbed patients. Prior to tranquilizers scopola- 
mine was the only drug with a subcortical action 
used with the narcotic. Now such drugs are nu- 
merous. As a result, confusion has arisen regarding 
which are best; when any new drug with a depres- 
sant action is introduced, it is suggested for pre- 
medication with old ones cast aside. 


Due to this latter trend, certain groups have 
crusaded against narcotic use. They contend that 
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narcotics depress respiration, cause hypotension, 
nausea, vomiting, and other undesirable effects. 
The average preoperative patient is not in pain, 
they say, and does not need a narcotic. They be- 
lieve barbiturates are just as effective. 

Arguing that a preoperative patient undergoing 
elective surgery does not need a pain reliever is 
superfluous. Pain alone is not the reason for using 
a narcotic which relieves anxiety and confers a 
feeling of well-being. It is this ability which makes 
it useful for premedication. 

Barbituates are nowhere near as effective in 
accomplishing this purpose since they are more 
mild in their action when used in hypnotic doses. 
When used intravenously in basal narcotic doses 
they are suitable for technics of anesthesia which 
utilize combinations such as thiopental, nitrous 
oxide, and succinyl choline. It is only when they 
produce a deep state of hypnosis, referred to as 
basal narcosis, that the patient becomes indifferent 
and develops amnesia. 

While it is well established that hypotension 
may develop after use of most central nervous sys- 
tem depressants, narcotics cannot be singled out 
as being the only ones having this property. Few 
are devoid of side actions. In addition, antagonists 
such as nalorphine and levellorphan are available 
to counteract the side effects of narcotics, while 
this is not true for other drugs. 
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We obtain good results by a combination of 
morphine and scopolamine. Ten milligrams of 
morphine combined with 0.4 mg. of scopolamine 
administered 14 hours prior to anesthesia produces 
an air of indifference and amnesia without circula- 
tory and respiratory depression. Scopolamine en- 
hances cortical effects of morphine and, like atro- 
pine, antagonizes the depressant effect of morphine 
on medullary centers. 


Some anesthesiologists have become enthusiastic 
over the morphine-scopolamine combination forti- 
fied with ataractics of phenothiazine series. While 
these derivatives produce a total effect such that 
narcotic doses may be reduced, they are objection- 
able because of their serious side actions. 


Controversy also revolves about the use of anti- 
secretory drugs. While some practitioners oppose 
their use, they are necessary when inhalational 
anesthetics are used to prevent mucous secretions. 
Although atropine has been used almost exclusively 
for this purpose, we employ levohyoscyamine in 
preference. Levohyoscyamine is at least twice as 
effective in suppressing secretions as comparable 
doses of atropine. 


The most important and common side action 


of anesthetics for which premedication is used 
prophylactically is vagal excitation. This is noted 
most frequently when halogenated hydrocarbons, 
such as ethyl chloride, trichloroethylene, and fluo- 
thane are used, but sometimes occurs reflexly from 
mechanical stimulation during operation. Again, 
while atropine is the standard agent for inhibiting 
this condition, we find levohyoscyamine more effec- 
tive because of its greater vagolytic action. 


There has been divided opinion on whether or 
not less anesthetic is necessary when premedicants 
are added. There is experimental data to support 
both contentions. However, anyone with clinical 
experience in anesthesia knows it is much easier to 
anesthetize a patient premedicated with morphine- 
nitrous oxide than one who has had a hypnotic 
dose of a barbiturate or no premedication at all. 
Whether or not laboratory data support the fact 
that there is additive effect between impotent 
anesthetics and the premedicant is immaterial. 
From a clinical standpoint, it is almost impossible 
to induce satisfactory anesthesia without premedi- 
cation. — John Adriani, M.D., clinical professor, 
anesthesiology and pharmacology, Louisiana State 
University School of Medicine, New Orleans. 
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Despite an impressive record 
of 17,368 regional anesthesias 
with no infection or neuro- 
logical damage attributable to 
unsterile drugs or containers, 
the authors recognize the 
awesome medicolegal implica- 
tions of unfortunate sequelae 
to regional anesthesias. If in- 
creased safety for the patient 
is possible with a_ feasible 
change in technic, they see 
no reason for ignoring the 
possibility. 


Disposing of the assumption 


SELECTED BIBLIOGRAPHY 
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Moore, Daniel C.: “Is Heat Steri- 
lization of Local Anesthesia Drugs 
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Anesthesia 





By Dorothy W. Errera, R.N. 


that anesthetic drugs are not 
tolerant to heat, they reorgan- 
ized and simplified their pro- 
cedure trays, incorporating in 
each tray ampoules of drugs 
routinely used. The units are 
sterilized at 225-260° F. for 30 
minutes. 


Many undesirable elements 
are eliminated: the use of 
transfer forceps to handle am- 
poules; the drip of disinfect- 
ing solution on sterile trays, 
and the possibility wat non- 
discernible amounts of dis- 
infecting solution may con- 
taminate ampoule contents 
through minute cracks. If 
an ampoule with even a mi- 
nute crack is steam-sterilized, 
the heat will cake, dissolve, 





or evacuate the drug. Reserve 
drugs are packaged in glass 
test tubes and steam-sterilized. 


In the experience of the au- 
thors, the following drugs will 
withstand exposure to tem- 
peratures ranging from 255- 
260° F. for 30 minutes at least 
once without significant loss 
of potency: tetracaine (Pon- 
tocaine) hydrochloride crystals 
tetracaine (Pontocaine) — 1% 
solution 


procaine (Novocain) hydro- 
chloride crystals 


procaine, 1% and 2% solu- 
tions 

propoxycaine (Blockain) hy- 
drochloride—2% solution 


















piperocaine (Metycaine) hy- Steel, G. C.: “Decoration of the In this experiment, a very 








drochloride—1.5% solution 

chloroprocaine (Nesacaine) hy- 
drochloride—1%, 2%, and 
3% solutions 

ephedrine sulfate 


methamphetamine (Methed- 
rine) hydrochloride 


methoxamine (Vasoxyl) hydro- 
chloride 


epinephrine 

epinephir (Adrenalin) 1:1000 

phenyl-ephrine (Neosyneph- 
rine) hydrochloride 

10% dextrose 

dibucaine (Nupercaine) _hy- 
drochloride 

lidocaine (Xylocaine)—1% and 
2% 

ammonium sulfate (Dolamin) 
oil solutions such as Procto 
caine 
Hyaluronidase is one drug 

mentioned that is unstable to 

heat sterilization. 


Anesthetic Room —a Study of Pa- 
tients’ Reactions.” Brit. M. J., Jan- 
uary 3, 1959, p. 43. 


There is a certain loss of hu- 
man touch in straight - line, 
severe modern hospital de- 
signs. Not the least of the lack 
is typified by the usual anes- 
thesia room — a block of mono- 
tone which usually accommo- 
dates a variety of bizarre 
machinery and is illuminated 
starkly with a blatant over- 
head light. 

Into this environment comes 
the patient, who despite pre- 
medication may be awake and 
have a sharpened degree of 
apprehension. If premedica- 
tion has failed to make hinu 
drowsy, the authors do not sug- 
gest that any interior decora- 
tion is likely to make up for 
the lack, but they do suggest 
that such a patient needs 
amusement and _ distraction 
rather than a pseudo-soporific 
effect. 


light-hearted farm scene, cheer- 
fully colored, suggesting a 
warm friendly atmosphere 
with much activity by the 
barnyard residents, was paint- 
ed on the ceiling in the anes- 
thetic room. Three overhead 
lights in recessed positions 
were used to light the picture 
indirectly. 

The first 100 patients ex- 
posed were watched. Fifty-two 
were fully awake; 48 were 
sleepy; none was fully asleep. 
No particular attention was 
drawn to the painting by per- 
sonnel. Eighty-eight patients 
noticed the picture spontane- 
ously, and 77 commented spon- 
taneously. The comments ran 
the gamut from “nice,” “fun,” 
“amusing” to frank admissions 
that the painting provided 
something to “think about” — 
that it “took the mind off. . . .” 
Even more surprising to the 
authors were the comments 
which indicated that the pa- 
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tients were impressed and 
grateful that in a busy hospi- 
tal, the equally busy physicians 
cared enough to show this kind 
of thoughtfulness. 


Jenkins, A. V.: “Unexpected Haz- 
ard of Anesthesia.” 


April 4, 1959. 


A patient for elective cesarean 
section was premedicated with 
0.6 mgm. atropine. The anes- 
thesia machine, delivery tub- 
ing, catheter mount, Magill 
tube — everything was tested. 
A brass stylette was passed in 
the tube to act as stiffener. 


Anesthesia was induced. The 
patient was ventilated with 
oxygen and face mask, the 


Lancet 1:761, 





reservoir bag, with no results, 
bronchospasm was suspected, 
and the endotracheal tube was 
removed and changed. The 
patient did well. 


At the end of the proce- 
dure, the first tube was split 
its full length. Half of a wire 
cleaning brush was found neat- 
ly stuck to the wall of the 
tube where it would offer no 
resistance to a stylette. 


Even with a careful inspec- 
tion program, this patient's 
therapy was almost frustrated 
by personnel carelessness. To 
indicate patency, endotracheal 
tubes in the author’s hospital 
are now threaded with a tape 
after cleaning. 


twins were candidates for sep- 
aration, surgeons, anesthesiol- 
ogists and nurses sat down to 
a meeting. The operation was 
outlined; a film of the surgical 
procedure was reviewed and 
each department prepared for 
its part in the procedure. The 
anesthesia department elected 
to have three anesthetists — 
one each to maintain anes- 
thesia and airways for the 
twins and the third to super- 
vise the blood, fluids and 
parenteral medications for 
both. At age 27 days, the 
twins were brought to sur- 
gery without premedication. 
Induction was with open 
insufflation of cyclopropane 
and oxygen supplemented with 
open drop ether. There was 


endotracheal tube was passed, Allen, Herman L.; Metcalf, De- 
the delivery tube was connect- Forest W.; Giering, Charles: “Anes- 
ed, and nothing happened. thetic Management for the Sepa- 
The patient did not inflate. ration of Conjoined Twins,” Anes. 
& Analges. 38:109, March-1959. face position but was finally 


Once x-ray examination and accomplished after 40 min- 
other tests revealed that the utes. Anesthesia was main- 










little circulatory crossover so 
both babies were induced in- 
dividually. Intubation was dif- 
ficult because of the face-to- 

She stayed a good pink color. 
After one or two moderately 
forceful compressions of the 
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tained with cyclopropane and 
ether and depth was measured 
by respiration, color, muscle 
tone and the grasping reflex of 
each infant. Blood loss was 
measured and replaced equally 
in each infant. 


With the cooperation of the 
surgeon, anesthesia throughout 
the procedure was very light. 
Hydrocortone was given dur- 
ing the procedure. In 2 hours 
and 10 minutes the babies were 
separated and both abdomens 
were closed an hour later. To- 
tal anesthesia time was 4 hours 
and 25 minutes; both infants 
were awake at the end of the 
procedure. They were returned 
to incubators with special nurs- 
ing around the clock. Cortisone 
was given for 4 days and 
ACTH for 3 days. The post- 





operative course was unevent- 
ful and the infants were 
discharged home 17 days post- 
operatively weighing approxi- 
mately 9 pounds each. They 
continue living and are well 
and developing normally. 


Book Review 


HOSPITAL PLANNING FOR THE AN- 
ESTHESIOLOGIST. By William H. L. 
Dornette, M. D. Springfield, Ill.: Charles 
C. Thomas, 1958. 119 pp., $5.25. 

Although directed toward the anes- 
thesiologist, this book is a valuable 
aid to anyone connected with the 
construction of a new hospital 


building or remodeling program. 


Written by the head of the anes- 
thesiology department, University 
of Tennessee College of Medicine, 
it contains informative material on 
everything from the selection of an 





architect to emergency measures 
necessary in time of disaster. Pho- 
tographs, tables, charts, and car- 
toons contribute to its clarity and 
sprinkle it with a flavor of humor. 


Some topics discussed are: select- 
ing the hospital site, including 
topography needs, neighborhood 
preferences, accessibility, and util- 
ity availability; planning the gen- 
eral hospital layout, its entrances, 
service facilities, and nursing units; 
the operating room, its design, its 
location within the hospital and in 
respect to ancillary rooms such as 
the anesthesia supply room; de- 
sign and requirements of the re- 
covery room, the intensive care 
unit, and the delivery suite; sound 
hospital construction requirements 
such as preferred flooring, good 
electrical wiring, and effective ven- 
tilation and air-conditioning. 









The following abstracts are taken from selected 
lectures given during the postgraduate courses at 
the 45th annual clinical congress of the American 
College of Surgeons in Atlantic City, September 
28-October 2. 


Treatment of Fractures 


Avoid Metal Implants If Possible; 
Know What Reactions to Expect 


The use of metal implants should be avoided un- 
less it is absolutely necessary. However, when it is, 
every surgeon inserting metal into a patient’s body 
should know enough about corrosion and metal- 
lurgy to anticipate the body's reception of that 
metal. 

Three factors are essential for corrosion: an 
anode, a cathode, and a solution of electrolytes. 
If any one is not present or is blocked, corrosion 
is not possible. The human body, like a battery, 
furnishes all three. 


A scratch on a surface of a metal insert can act 
like a dissimilar metal — it will be anodic to the 
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area surrounding it, and corrosion will result. The 
more homogenous the surface, the less the likeli- 
hood of electrolysis. 

Bonding an oxide or oxygen layer to a metal 
surface renders it corrosion-resistant. If anything 
interferes with its contact with oxygen, corrosion 
results. When a piece of metal is bolted to another, 
an area of low oxygen content is created with 
higher oxygen in the surroundings, and corrosion 
results at the bond. Nesting fracture plates together 
invites this kind of trouble. 


There is no relationship between the action of 
metal in one environment and its action in another. 
For example, tantalum, which is highly resistant to 
chemical solutions in industry, was thought to be 
an ideal substance for body inserts. Yet it was 
found that in the body tantalum disintegrates com- 
pletely, with great tissue reaction. Each metal 
must be tested in the environment in which it is 
to be used. 


Great care is necessary in handling devices of 
Type 316 stainless steel. If a 316 implant is 
scratched at the operating table, the unrelieved 
stress may not be covered and corrosion may result. 

















Manufacturers who insist on stamping trademarks 
on implant devices should anneal the stamped 
surfaces. 

Use of cobalt-based alloys such as Vitallium in- 
creases the ultimate cost of the device, but corrosion 
resistance is high throughout the device as well as 
on the surface. Any damage caused during inser- 
tion is less important. The brittleness formerly 
common to these alloys has been overcome by the 
addition of iron to the formula. 


Titanium is an excellent metal from the stand- 
point of corrosion resistance. Recently developed 
alloys have overcome stress failures. 

Zirconium appears to be more inert and corro- 
sion-resistant than titanium but has not been used 
very much to date in implants. 

Magnesium has been abandoned because of the 
severe tissue reaction that results about plates and 
screws fabricated of this metal. 

Certain nickel alloys appear to be possibilities 
for future investigation. 


Because metal transfer is an important cause of 
corrosion, all tools used to handle implants should 
be of the same composition as the implant. Rubber 
tips may be used to protect one metal from contact 
with another. Metal racks for holding screws and 
plates may also make implants dangerous. Screws 








and plates should never lie loose in a drawer. They 
must be wrapped and kept from traumatic contact 
with each other. 

Implant design should be organized to eliminate 
stress corrosion. Hardware-store metal appliances 
must be banned from the operating room. 

Previously used appliances are full of stresses 
and have damaged surfaces. They must not be 
used again no matter how strong the economic 
inclination. — Albert B. Ferguson, Jr., M.D., Pitts- 
burgh, Pa. 


Success Reported with Plastic 
Material for Internal Fixation 


Fifty-six fractures have been repaired with poly- 
urethrane foam adhesive. Results are excellent in 
39; good in 11; and fair in two. There were four 
complete failures, of which three were preamputa- 
tion cases. 


The technic is not complicated, but definite 
skills are indicated in handling the substance. Con- 
servatism in treatment is important. The poly- 
urethrane has strength and adhesiveness; it permits 
early ambulation and provides a lattice in which 
new bone can form. In 48 hours, polymerization 
is complete. — Michael P. Mandarino, M.D., Phila- 
delphia. 
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The following was abstracted from a paper given 
at the clinical congress of the American College 
of Surgeons in Atlantic City. 


New Absorbable Material 
Proves Effective Hemostat 
Preliminary experimental and clinical observations 
suggest that oxidized regenerated cellulose is a 
sale, effective absorbable hemostatic material. In 
no instance has a wound infection, toxic reaction 
or death been attributed to the material. 
Oxidized regenerated cellulose is a synthetic 
fiber made by treating cotton with alkali and car- 
bon disulfide, reducing it to a liquid which can 
be forced through spinnerets to form a viscose fiber. 
After further treatment, the filament is made solu- 
ble in weak alkalies, and readily absorbable with 
a minimum degree of reaction when implanted in 
body tissues. 


The material was used clinically in two forms, 
a fine knitted mesh and a carded fiber form similar 
to absorbent cotton. It may be used in layers, as 
a packing or as a wad. 

Observations in fifty consecutive cases covered 
procedures performed by several surgeons; patients 
ranged in age from two months to 77 years. The 


gauze-type form of the fiber was found to be well 
tolerated in liver biopsies of patients found at 
operation to have advanced malignancy, with 
prompt cessation of bleeding. 


In autopsies on ten patients, performed one to 
77 days postoperatively, the fabric could not be 
identified grossly in the longer term specimens, but 
small shreds of debris were seen microscopically. 

Some of the ways in which the material was 
used clinically are liver biopsies; gall-bladder bed 
after cholecystectomy; packed and sutured into 
diaphragm and mediastinum, in thoracotomy for 
carcinoma of lung; placed over aortotomy following 
open correction of subaortic stenosis. 

There are two clinical applications in which the 
regenerated cellulose is particularly valuable. One 
of these is over large, oozing retropleural or retro- 
peritoneal areas. The other is in the control of 
massive weeping sometimes resulting from fabric 
grafts used for vascular replacement. Heavy blood 
loss has been prevented by wrapping the graft 
with the cellulose material and compressing it 
gently. — Alvin Lebendiger, M.D., George F. Gitlitz, 
M.D., Elliott 8. Hurwitt, M.D., Geoffrey H. Lord, 
Ph.D., John Henderson, M.D., Montefiore Hospital, 
New York City. 














Crutchfield Tongs Modified 

There is often need for Crutchfield tongs to be 
used on orthopedic patients. Unfortunately, how- 
ever, their construction is such that there is no 
way of preventing their being forced into the 
skull as they are tightened, which might result 
in penetration of the inner table of the skull with 
subsequent central nervous system complication. 










In an effort to lessen severity of this possible 
consequence, Clyde Weaver, supervisor, ortho- 
pedic brace shop, VA Hospital, Houston, Tex., 
has modified this tool as shown in accompanying 
illustration. Thick stainless steel washer-guards 
are placed on the pins of the tongs. These guards, 
which are permanent and sterilizable, make the 
tong pins relatively shorter without affecting the 
tightening mechanism. Thus, skull penetration 

















can be only as deep as the distance from the end 
of the pin to the beginning of the washer-guard. 








Round Bushing for Crutchfield Tongs: 
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Holes in Rubber Gloves 


@ Holes in rubber gloves indicate a break in asep- 
tic technic. 


Yet the telltale sign of a stain on the finger seen 
through the glove has often been the only sign 
that this break in technic has occurred. As a con- 
sequence, we began a search for an adequate 
method of discovering punctures. 


We considered various methods of locating 
breaks in a glove that was being worn. Ideas 
ranged from dyes within the glove — which works 
but is messy — to making use of the dielectric qual- 
ity of rubber and its substitutes. This latter proved 
practical. 


Since rubber is a good insulator against electric 
current, a flow of electricity which apparently 
passes through rubber indicates a puncture or hole. 
This has long been appreciated by the neuro- 
surgeons, who use an electrosurgical unit exten- 
sively. When they have a hole in a glove and are 








*Surgical section, The Guthrie Clinic, Sayre, Pa. 
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using an electrical unit, they get a shock; if the 
glove is intact, the shock does not occur. 


Using this dielectric principle, we found it pos- 
sible to deliberately employ a very small current, 
too low to be of any shock or explosion hazard, 
and obtain the same effect. The current can be 
set up to pass through a wash basin, the hole in the 
glove, the surgeon, the surgeon's conductive shoes, 
the conductive floor, and back to the wash basin 
through the “hole finder.” 


All that is required is that the surgeon or his 
gloved assistants wash their hands at frequent 
intervals in the basin, and observe whatever warn- 
ing apparatus is decided upon. The presence of 
holes as demonstrated by current flow may be 
registered by a metering device, or, if a relay 1s 
used in a transistorized apparatus, a warning bell 
or light may be employed. 


Ideally the circuit would run through the pa- 
tient, permitting the “hole finder” to be operative 
during the entire time of the procedure. This, 
however, would preclude grounding the patient. 









—aeeee eee 


As part of this research, tests were done to see 
whether bacteria could actually migrate through 
minute openings. It was no surprise to find that 
even tiny holes, produced by pricking the tip of an 
inflated glove finger with a suture needle, would 
permit passage of bacteria. 








It was noted that there was a difference in the 
passage of bacteria depending upon their type, al- 
though the significance of this finding has not yet 
been determined. Staphylococci, for example, pass 
through minute apertures with greater rapidity 
than Escherichia coli. 


illustrations below and to the left give graphic presentations of the 


described “hole-finding” process. 


ME OE GO WO A MLE WT 
CMe eae T weN PE cour 
5 COMPUTE Me Ube aon 
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SELECTED BIBLIOGRAPHY — Operating-Room Technics 


Gardner, A.M.N., Archer, C.J.T., 
and Leemans, A.: “Automatic 
Diathermy Switch and Self-Clean- 
ing Probe.” Lancet 1:131, January 
17, 1959. 


Certain unhappy consequenc- 
es to the use of the diather- 
my unit are no strangers to 
operating-room nurses: the pa- 
tient’s burn resulting when 
someone accidentally steps on 
the foot switch or when the 
switch is caught under the 
operating table; the frustra- 
tion of the surgeon who must 
take his eyes off the field at 
a critical moment when he 
loses the foot switch; the dia- 
thermy needle, coated with 
carbon after use. A unit is 
described which appears to 
eliminate many of these un- 
pleasantries. 


A specially insulated tung- 
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sten probe is encased in a 
handle and sheath of inert, 
water-repellent, heat-resistant 
plastic. The spring-loaded 
sheath shields the probe so 
that it is exposed only when 
pressure is applied on the 
pistol-grip handle. When 
pressure is removed, the probe 
retracts, and carbon deposits 
are scraped off on the sheath 
(no mention is made of clean- 
ing inside of sheath). The 
unit is heat-sterilized and con- 
nected with a usual diathermy 
lead. 


An electronic control in an 
airtight, “flashproof” box is 
connected by cable and “flash- 
proof” plug to the diathermy 
apparatus. If the box is acci- 
dentally left open, the ma- 
chine is inoperable. When 
the probe, released from the 
sheath, touches the patient, 


Southworth, Hamilton: 
respiratory Resuscitation, an Edi- 


there is a minute change in 
electrical potential, and the 
diathermy machine is switched 
on automatically. A buzzer 
gives an audible signal that 
the unit is on. 


In reverse, when the handle 
is released, the probe retracts, 
the process is reversed, and 
the machine is switched off. 
Because the maximum cur- 
rent possible is a few micro- 
amperes, there is no danger 
to the patient. 


If an unshielded probe is 
to be used, the surgeon can 
switch off the electronic ap- 
paratus and revert to the foot 
control. Apparently, the unit 
can be used with existing dia- 
thermy equipment. 


“Cardio- 









torial,” Am. J. of Med. 26:327, simple airway with a rebreath- T.: Glove Powder Granuloma in 
March, 1959. ing bag and a source of 100 Peritoneal Cavity,” J.4.M.A. 170: 
1048 June 27, 1959. 


SRRREE 





The very first act of anyone 
present when cardiac arrest is 
suspected is to note the time 
and write it down—on the 
bed sheet if necessary. The 
physician performing thora- 
cotomy should have proof that 
within the past 4 minutes, the 
patient was alert, talking, 
standing up or had a palpable 
pulse. The heart that has 
not beaten for 30 seconds is 
easier to revive than one in 
arrest over 3 minutes. 


Simultaneous respiratory re- 
suscitation is essential. Obvi- 
ously, the physician cannot 
massage the heart and also 
breathe for the patient, so the 
latter task falls to the nearest 
“reasonably” skilled assistant. 


The patient’s airway must be 
clear. An endotracheal tube 
placed by a trained anesthesi- 
ologist is the first choice. A 


percent oxygen is the second 
choice. Two conventional air- 
ways welded or taped together 
to make an “S” shaped instru- 
ment is satisfactory for mouth 
to mouth breathing for the 
first few minutes. But, if none 
of these are available, the pa- 
tient’s tongue must be pulled 
forward, his nostrils occluded 
and mouth to mouth breath- 
ing started. 


The editorial summarizes 
considerations in diagnosis 
and treatment of cardiac ar- 
rest and in summary says... . 
“it therefore behooves the in- 
ternist to train himself in the 
simple methods for assisted 
respiration.” One wonders if 
the admonishment should be 
extended to the nurse who is 
often the most available “rea- 
sonably” skilled assistant in 
these situations. 


Hyden, W. H. and McClellan, J. 


A 39-year-old man had a lapa- 
rotomy for persistent duodenal 
ulceration on October 4, 1957. 


On November 18, he was re- 
explored because of persistent 
right lower quadrant abdom- 
inal pain and slight rectal 
bleeding. A diagnosis of un- 
usual type granulomatous en- 
teritis was made, but surgical 
intervention was not considered 
because of the condition of the 
tissues. 


On December 2, x-ray exam- 
ination was made, and diagno- 
sis of carcinoma of the cecum 
suggested. On December 4, the 
patient had resection of the 
terminal ileum, cecum, and as- 
cending colon, with primary 
ileotransverse colon anastomo- 
sis. 


Histologic examination of 
the specimen was negative for 
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cancer but positive for giant- 
celled granulomas. These gran- 
ulomas had all the staining 
characteristics of starch, and 
polarized light revealed the 
Maltese-Cross formation typical 
of starch granules. Total time 
out of work for the patient: 
one year. 


The authors repeat the warn- 
ing that gloves and rubber 
goods must be carefully washed 
before they reach the operative 
field to remove all traces of 
powder. Solutions used for 
washing these articles must be 
discarded. Gloves must be 
donned and changed in an area 
separate from the operating 
table, so that the wound is not 





Maggs, Robert L. 
Francis Z.: ‘“Peritonitis, Caused by 
Surgical Glove Starch Powder, 
Treated with Steroids,” Am. 
Surg. 98:111, 1959. 


exposed to fall-out from the in- 
evitable dust cloud of glove 


powder. 


Another indictment against the 
indiscriminate use of glove 
powder in the operating room. 


A 29-year old woman is re- 
explored six weeks after initial 
gallbladder surgery. Plastic 


peritonitis, secondary to starch 
particles, is the pathological di- 
agnosis. The patient recovers 
after six weeks of pain, misery 
and near calamity. 


and_ Reinus, 


s 


The authors warn against the 
gloved hand which has not 
been well rinsed before it ap- 
proaches the surgical field. The 
mist of air-borne glove powder 
in the operating room is an 
everpresent hazard—settling out 
over the sterile field and in 
the patient’s wound. 


A casual glance at the pow- 
der cloud in any glove basin 
used for rinsing gloves gives 
reason to stop and consider 
the immensity of the problem 
when powder is so easily im- 
planted via the glove, the rub- 
ber catheter or, indeed, 
anything else on the field that 
picks up its share of the dust 
cloud. 












Assisted by Dorothy W. Errera, R.N. 


Q. Who do you think should check oxygen equip- 
ment which is kept in the central supply room? 


A. The anesthesiologist is the logical person to 
establish standards for testing and maintenance of 
this equipment. The actual duty can then be 
assigned to any responsible person under the di- 
rection of the supply room supervisor. 





Q. Our anesthesiologist would like to have a 
stop cock inserted in the intravenous tubing at 
a height more convenient for him to work with. 
I have insisted it should be at the level of the 
needle, but I am not very convincing. 


A. It is important to locate all control devices 
on infusion tubing at the level of the intravenous 
needle so that positive pressure exists in the tubing. 
When the clamp is located high on the tubing it 
creates an obstruction, and a negative pressure 
develops distal to the clamp. If the infusion set has 
a leak due to faulty manufacture or a needle punc- 
ture, it is enough negative pressure to aspirate air 
into the tube. This can cause air embolism of 
significant quantity. 


Q. If a patient with known pulmonary tuber- 
culosis has an abdominal operation, is the entire 
operating room considered contaminated? 

A. With an established routine that enforces 
terminal sterilization of all instruments, safe 
routine for disposal of soiled linen and a regular 
program of floor disinfection, this kind of case 
presents no more problem than that incidental to 
particular terminal disinfection of the anesthesia 
apparatus, the anesthesia machine, and the patient’s 
pillow. Cleaning should be done with a detergent- 
germicide of known tuberculocidal activity. Ex- 
amples of good tuberculocides are 70 percent ethyl 
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alcohol, 70 percent isopropy! alcohol, the aryl 
phenolics, and iodophors. 


Q. Is it acceptable procedure for physicians to 
have wash basins placed behind them during sur- 
gery for washing blood off their gloves? 


A. It is difficult and demoralizing to operate with 
gloves caked with blood and pus. It is logical to 
provide a basin of germicidal solution or isotonic 
saline for frequent rinsing of the gloves. 


Certain precautions are indicated. A germicide 
must be selected which is benign and nontoxic in 
tissues. Grossly contaminated solutions must be 
changed at decent intervals. When malignancy is 
found, residual solution from a contaminated glove 
basin is as capable of carrying tumor cells as a 
contaminated instrument. The likelihood of carry- 
ing infection from deep structures to the super- 
ficial layers via the glove basin must also be 
considered. 


Q. Is it considered good technic to use a wet ster- 
ile towel on the operative field, if it has been wet 
and wrung out in sterile water? 


A. The danger of contamination in a wet field 
lies in the possibility that moisture may carry bac- 
teria from the patient and his bedclothing through 
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the sterile drapes. A waterproof barrier must sepa- 
rate the patient and his bacteria from the sterile 
field. This can be a sheet of waterproof cellophane 
spread over the field and stands before the laparot- 
omy sheet is applied, or vinyl sheeting which is 
actually sealed to the patient’s skin and covers the 
bedclothing and stands as well. Once such a 
barrier is in place, a wet towel can be placed on the 
sterile field. 


Q. What is the correct procedure for taking care 
of stained operating-room linen? For the same 
reason the laparotomy sheets are badly stained. 


A. Check with your laundry manager to be sure 
he is leaching blood out with cold water before 
turning hot water into the washer. Suggest that 
he also check his wash formula to be sure it is 
right for the compound and water being used. 


Q. We have been asked to care for the equip- 
ment used for nitrogen mustard therapy. 1 
remember that you said in one of your courses 
that special precautions are needed, but that is 
all I remember. 


A. Nitrogen mustards are severe vesicants, and 
contaminated apparatus and material must be 
handled carefully to prevent skin irritations or 
burns in personnel. The physician wears rubber 
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gloves while mixing the drug and while he is 
still gloved he should wash all used equipment 
with warm running water. 


The contaminated syringe and needle are 
dropped into a basin of 1:1000 sodium hypo- 
chlorite and soaked for at least an hour. The 
infusion set is rinsed with warm water and dis- 
carded. The drug ampoules are soaked in the 
sodium hypochlorite solution for an hour before 
they are discarded. 


If the skin is accidentally touched with the drug, 
it is washed with large amounts of soap and 
water. If solution is splashed into the eyes, the 
latter are washed out well with great amounts 
of physiological saline solution. 


Q. We have been asked to cooperate with the 
local eye bank but have no information on what 
is necessary. Will the pathology department or 
operating room be responsible for removing the 
eyes? 

A. The eyes must be removed under strict 
aseptic precautions within one hour after death, 
and preferably in the operating room. The skin 
of the lids is prepared as for surgery. Personnel 
should be careful to avoid letting soap, iodine, 
alcohol, or other tissue irritants leak into the 


eye. 





A piece of sterile gauze, soaked in saline, is 
placed in the bottom of a sterile bottle. The 
eyeball is gently placed on the gauze with the 
cornea uppermost. The battle is tightly closed 
with a sterile stopper. Because cork closures 
are notoriously difficult to sterilize, their use 
should be avoided when sterility is a desired end. 


The time factor in corneal transplants is very 
important, and preparations for speedy trans- 
portation of the specimen must be made in ad- 
vance of the surgery. 


Q. Is it better to use muslin wrappers rather 
than paper wrappers? If so, why? 


A. Muslin wrappers vs. paper wrappers is a 
debate involving economics, and the answer is 
only achieved with experience and cost figuring. 
Muslin wrappers, properly used, will last a life- 
time. Whether or not you have the personnel to 
make muslin wrappers and whether or not you 
can afford to have them made are questions 
only you can answer. 


Q. I have been given charge of central supply 
and emergency rooms without having had any 
postgraduate work in surgery. I would appreciate 
your answers to the succeeding questions. 


In setting up a sterile table for minor suturing 
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in the emergency room, would you consider a 
single surface under the instruments safe? Our 
instruments are sterilized in a chemical solution. 


A. The difference between major and minor 
surgery becomes indistinguishable when disaster 
results for the patient from arbitrarily defined 
“minor surgery”; hence the preparation should 
be no less than for “major surgery.” A _ single 
layer of textile to drape a stand or tray is not 
adequate. Even when new, the mesh of the fabric 
is not woven closely enough to be an citective 
bacterial barrier, and after the shortest possible 
exposure to hospital use, linen is riddled with 
rips and tears. Four layers of muslin will pro- 
vide a bacteriologically safe barrier if no moisture 
is present. 


Standard kits for the procedures done in your 
emergeiicy room can be organized and wrapped so 
that the wrapper or container serves as a sterile 
field. The big drive in organizing your depart- 
ments should be to eliminate stock supplies from 
clinical areas and provide individually wrapped 
and packaged kits and/or instruments. 


No chemical disinfectant is adequate for rou- 
tine sterilization of instruments. The virus of 
homologous serum jaundice is a contaminant in 
the blood stream of an undetermined percentage 
of the population. There are no screening or 
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diagnostic tests practical for routine use; hence, 
every person is considered a potential carrier. 
Consequently, all instruments contaminated with 
blood or tissue fluid should be terminally steril- 
ized in heat before cleaning or storage. 


Routine sterilization such as you describe is 
not safe. Besides the hazard of transmitting homol- 
ogous serum jaundice, there are variables in 
nurses’ technics to frustrate the best of chemical 
agents. If individual packaging of instruments 
is not immediately feasible for your departments, 
storage of heat-sterilized instruments in germi- 
cidal solution will give a margin of safety, but 
ultimately you will find the former technic less 
time-consuming, less expensive, and safer. 


Q. We have great difficulty in handling certain 
sterile prepackaged items in the operating room. 
It is almost impossible to open some of these 
and pass them to a scrub nurse without con- 
taminating the contents. We feel this is a serious 
problem in maintaining good aseptic technic and 
wonder whether various manufacturers could be 
persuaded to alter their packages. Is it a question 
of patent difficulty? 


A. Sterile, prepackaged items should be supplied 
in packages that can be opened without hazard 
of contamination. There are various technics avail- 








able to accomplish this. | do not believe there are 
patents that would interfere with the extension of 
this kind of safety to all prepackaged sterile items. 
Safe packaging is provided in certain blood bags, 
sterile scalpel blades, sutures, and some hospital 
dressings. 


Manufacturers will provide suitable packaging 
whenever their customers exert a concerted demand 
for such services. One of the practical benefits 
which may result from organizations of operating- 
room nurses is the definition of problems such as 
the one you describe and the mobilization of opin- 
ion to guide manufacturers in product devel- 
opment. 


Q. Is dry vacuuming followed by wet mopping 
preferable to all wet vacuuming in surgery? 


A. Ideal floor care depends on a combination of 
wet and dry vacuuming — the latter to pick up 
bits of suture, glass, and other flotsam common 
to every operating-room floor. Wet-pick-up vac- 
uuming is essential for floor care directed to pro- 
viding a floor that is clean, dry, and disinfected. 


Q. What do you suggest for use on tile walls 
from floor to ceiling in surgery? 


A. There are many detergent-germicides suit- 
able for washing operating-room walls. Your 
hospital housekeeper may be using a product in 


other areas that would be suitable for use in 
the operating room. Economy is realized with 
standardization. Or, the detergent-germicide mix- 
ture you use on your floors can be used for 
wall cleaning. 


Q. If a human hair is discovered in an autoclaved 
package of drapes or gloves, may one consider the 
entire contents sterile? 


A. Discovery of a hair or a wad of linter on 
sterile supplies is disturbing. Sometimes an item 
may be so densely imprinted on the sterilized 
textile there is little doubt that it is sterile. Other 
times it may be quite loose and thus make it diffi- 
cult to tell if it has settled onto the sterile field. 
In the latter instance, the safe procedure is to 
cover the foreign matter with a sterile towel to 
exclude it from the aseptic field. 


It is difficult to eliminate hair and linters dur- 
ing the laundry process. No matter how carefully 
clothing is washed, rinsed and dried, some of the 
foreign matter adheres to the laundry and finds its 
way into the supply room. Ideally, textiles should 
be thoroughly inspected to remove these items be- 
fore folding and packaging. Under the pressure 
of modern economics, such inspection has deterio- 
rated or even disappeared; hence, hair and linters 
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are often discovered in the operating room. An 
effective way to control the amount of hair that 
appears in the laundry is to elicit the cooperation 
of the nursing service to keep hair clippings and 
dressings, particularly the kind with cellulose 
stuffing, out of the soiled linen. They are easily 
disposed of in the proper container at the nursing 
station. They are extraordinarily difficult to sort 
out of the mass of soiled linen in the laundry. 


The use of a textile lubricant in the final rinse 
of the laundry is effective in lint control. Careful 
vacuum cleaning of the operating room floors, 
frequent shampooing by personnel, and the wear- 
ing of proper caps and turbans will do much to 
control airborne hair in the operating room. 


Q. We recently had two patients in the same day 
develop chills and elevated temperatures about 
two hours after dental extractions. Two days later 
a young male patient had similar symptoms fol- 
lowing tonsillectomy. All these patients were given 
sodium Pentothal intravenously and general anes- 
thesia. The sterility of some of our supplies has 
been questioned. All our packages are sealed 
with pressure-sensitive tape and we have had 
occasions when there was no change in the tape 
after 15 minutes exposure to 250°F. We have 
had occasional positive results with Kilit am- 
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poules on 15-minute cycles. The maintenance 
man has assured us that the thermometer and 
steam pressure gauge are accurate. We have been 
using parts of disposable intravenous sets for 
Pentothal sets — washing them well before sterili- 
zation. Have you suggestions as to the possible 
cause of our difficulties? 


A. The three patients who developed chills and 
fever were probably showing the systemic reaction 
to bacteremia from the operative site. 


Most infusion reactions, characterized by chills 
and fever, usually follow the infusion immediately. 
These are due to bacterial endotoxins left within 
the lumen of the infusion equipment as a result 
of faulty cleaning. Such equipment must be thor- 
oughly cleaned with a non-ionizing detergent and 
rinsed with copious amounts of pyrogen-free, 
freshly distilled water to remove the bacterial 
toxins immediately prior to sterilization. Tem- 
peratures developed in the usual steam sterilizer 
do not destroy the endotoxin that causes this 
reaction. 


It is obvious from your experience with pressure- 
sensitive tape and Kilit ampoules that your anes- 
thetist is justified in questioning the sterility of 
his supplies. Whenever pressure-sensitive tapes 
or telltale indicators do not reflect the appropriate 











change after exposure to sterilization, a cause 
must be sought promptly. Be certain that the air 
and condensate line of your sterilizer is clean 
and patent. Have the thermometer in the exhaust 
line checked for accuracy. Expose all your sup- 
plies for 30 minutes to steam at 250°F. as indi- 
cated on the exhaust line thermometer. 


Q. We are contemplating the use of a sterile 
Mayo stand tray to insure sterility of the stands 
during a long case. Which would be best—to place 
it on the stand before or after the Mayo stand 
drape is in place? 

A. It would seem most logical to put the tray 
in position before the final drape is applied. 
Otherwise, you have a noisy surface to work on 
or the problem of another drape. 


Q. If sulfonamide or antibiotic therapy is used 
preoperatively, is bowel surgery still considered 
“dirty”? 

A. Intestinal antisepsis preoperatively is not suf- 
ficient to make bowel surgery classifiable as “clean” 
surgery. 

Q. Should the wound towels, gowns, gloves, and 
instruments be changed between sides when doing 
a bilateral herniorrhaphy? 


A. If the surgery is done in a clean operating 


room in which activitv is kept to a minimum so 
that air-borne contamination of exposed instru- 
ments is unlikely, and if the patient’s skin is clean 
and uninfected, a bilateral herniorrhaphy can be 
accomplished with a single kit of instruments. An 
adhesive polyvinyl film applied to the disinfected 
skin of both sites in lieu of skin towels eliminates 
the problem of skin bacteria. The laparotomy 
sheet is applied over the plastic drape, and side 
No. 2 is covered with a sterile towel while await- 
ing its turn. 


Q. What area of the operating table is considered 
sterile after drapes are applied? 


A. The whole area covered with a laparotomy 
sheet of adequate thickness is considered sterile 
until wet. If a waterproof barrier has been erected 
between the patient and the laparotomy sheet, this 
moisture need cause no concern. The area below 
the level of the table is arbitrarily considered un- 
sterile. 


Q. If a rapid frozen section done on a breast 
biopsy is positive, is it necessary to re-scrub the 
operative area, re-drape, change gowns and gloves, 
and use clean instruments? 


A. This can be simplified by scrubbing the whole 
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breast area and applying an adhesive drape. A 
small, sterile laparotomy sheet is placed over the 
site of biopsy, and the instrument nurse lays out 
the few instruments needed for the biopsy. The 
surgeon seldom needs assistance for this simple 
procedure, and the nurse stays out of the field 
completely. 


At the end of the biopsy, the laparotomy sheet 
is rolled off the field with the used instruments 
inside. The surgeon and assistant, if the latter has 
been involved, change gowns and gloves; the 
mastectomy sheet is applied, and the procedure 
continues. 


Q. In draping a single ring basin stand, how far 
should the drape extend? 


A. There is no particular point to worrying about 
the length of the drape on the basin stand. It is 
usually below the level of the operating table and 
the surgeon’s waist — levels arbitrarily chosen to be 
the limits of the aseptic field. There is more point 
to being sure that a few drops of solution are used 
to wet the stand cover, so that the cotton drape 
doesn’t insulate the basin and its contents from 
the conductive stand and floor. 


Q. When an instrument washer-sterilizer is used 
for terminal sterilizaton on every case, how often 
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would you advise using the ultrasonic cleaner 
for thorough cleansing of instruments? 


A. Frequency of use of the ultrasonic cleaner 
is determined by experience. An efficient washer- 
sterilizer, a good detergent, and a soft water 
supply may clean instruments well enough to 
make anything more than monthly cleaning in 
the ultrasonic cleaner unnecessary. 


An arbitrary schedule of cleaning various cate- 
gories of instruments may be set up according 
to frequency of their use. It would be pointless 
to clean a shelf of little-used retractors at fre- 
quent intervals merely to conform to a schedule. 
On the other hand, box instruments are more diffi- 
cult to clean, and these may need a weekly trip 
through the ultrasonic cleaner. 


Remember, the ultrasonic cleaner does not steri- 
lize. It is a very efficient cleaner, but safety for 
personnel and patient still depends on routine 
terminal sterilization of all instruments in heat 
before they are handled. 


Q. Do you think the electronic instrument clean- 
er is as efficient as the washer-sterilizer? 


A. The ultrasonic instrument cleaner is not a 
sterilizer; so there is no indication for compari- 
son in this respect. As a cleaner, the ultrasonic 

















removes 99 percent of soil from instruments com- 
pared to about 60 percent removal in a good in- 
strument washer-sterilizer. 


Q. Please advise on the care of instruments and 
materials used during and after cases in which an 
intestinal anastomosis is done. 


A. Walling-off technics should rely on the use of 
polyvinyl chloride films or waterproof cellophane. 
These will create a good bacteriologic barrier 
about the site of anastomosis and eliminate the 
need for a change of drapes. Conventional walling- 
off technics employing gauze packs do not provide 
good barriers and, if they are used, drapes must 
be changed. 


Instruments used on the anastomosis are dis- 
carded directly to the circulating nurse for ter- 
minal sterilization before re-use. Anyone involved 
in handling these instruments at the operative 
field should change gown and gloves before closure 
is begun. 


Q. What is the proper and accepted technic for 
sterilization of E.N.T. instruments? 


A. E.N.T. instruments of stainless steel can be 
sterilized with steam without damage to their 
parts or without stiffening, provided the instru- 
ments are thoroughly cleaned to prevent accumu- 


lations of blood in the joints from baking in place. 
Cleaning such instruments by ultrasonic energy 
is effective in preventing stiffening. 


Q. What do you recommend for sterilization of 
cystoscopy instruments and catheters? 


A. The best technic for the sterilization of endo- 
scopic instruments and catheters is exposure to 
ethylene oxide in a properly designed sterilizer. 
This technic permits packaging of the instru- 
ments so that they reach the aseptic field in sterile 
condition. 


Lacking an ethylene oxide sterilizer, the endo- 
scopic instruments and catheters should be thor- 
oughly cleaned with a non-ionizing detergent con- 
taining a germicide. Some of the iodophors are 
ideal for the purpose. The occupational hazard 
of handling infected instruments is also minimized 
with this technic. After the instruments have been 
dried, they should be rinsed copiously with water 
and dried. Their preoperative disinfection can 
be accomplished by submersion in a quaternary 
ammonium compound for 30 minutes. The lumen 
of catheters must be thoroughly cleaned. This is 
best done by siphoning fluid through the catheter. 
Catheters that can be sterilized in steam sterilizers 
are becoming available. 


Q. We use a Luck bone set in our tissue bank for 
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orthopedic work. We sterilize the complete set 
in a stainless steel pan wrapped in a double- 
thickness muslin wrapper. We resterilize it every 
two weeks when it has not been used. How long 
can we store the equipment and still consider it 
sterile? 


A. Packaged as you describe and sterilized at 
250° F. for 30 minutes, the set will remain sterile 
indefinitely if stored in a clean dry spot. Since 
it is equipment you use only sporadically, the 
sterile package can be covered with an outer 
wrapping of heavy Kraft paper or polyethylene 
to protect the contents from accumulations of dust 
and moisture. 


Q. Can clean instruments be sterilized locked 
when steam at 270° F. is used? 


A. To achieve sterility in the allotted time of 
four minutes, instruments must be unlocked so 
that steam can contact all surfaces. 


Q. Does alcohol lessen the germicidal properties 
of soap or detergent containing G-11 when it ts 
used as an arm spray or dip following a surgical 
scrub? 


A. Alcohol applied to a skin cleansed with an agent 
containing G-11 will leach the hexachlorophene 
from the skin. This is not completely undesirable, 
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because the hexachlorophene can be returned to 
the skin by using the soap or detergent immediately 
after surgery. The hexachlorophene can be re- 
tained in the skin by using an alcohol containing 
hexachlorophene as the spray or dip. 


Another technic is use of a 1:750 solution of a 
quaternary ammonium compound in 50% _iso- 
propyl alcohol as a post-scrub dip. The alcohol in 
this solution also leaches out the G-11, but a pro- 
tective film of the quaternary is deposited in its 
stead. Thus contrasting germicidal properties are 
developed to the utmost. 


Q. If a muslin- or paper-wrapped sterile package 
is dropped on the floor, is it safe to use, or must it 
be resterilized? 


A. If the floor were dry and free of dust, a pack- 
age could be assumed safe to use after being 
dropped. But both of these conditions are unpre- 
dictable and most unlikely in any surgery; hence, 
it is safer to declare all articles dropped to the 
floor unfit for use until resterilized. 


Q. Can you give me any information on keloids? 
We are having quite a few develop in our patients. 
Some doctors think they might be due to suture 
material. I sterilize all our silk on cardboard at 
250° F. for 30 minutes. 
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A. Many factors are responsible for keloid for- 
mation. Some keloids may be due to infection; 
some to chemical irritation. Others are related to 
the healing process in individuals. 


Wrapping suture material on cardboard or wood 
is a poor idea for two reasons: (1) the latter two 
materials become superheated in the sterilizer, 
char, and are likely to weaken suture material; (2) 
it is very likely that the suture material will be- 
come contaminated with chemical implants from 
the cardboard or wood. 


Q. What method would you suggest to determine 
whether or not the paper wrapper we are using 
is sufficiently penetrated by heat? 


A. I know of no way to determine the perme- 
ability of the paper wrapper you are using except 
by actual measurement of time and temperature 
with a thermocouple. I suggest you write the 
manufacturer of the particular brand you are 
using and ask for references to _bacteriologic 
data supporting its use as a sterilizing wrapper. 


Q. Do you consider a tube of lubricating jelly 
sterile after the first use? 


A. The contents of the tube may remain sterile, 
but the neck and tube closure are inevitably con- 
taminated. Individual packets of lubricating jelly 
are now available at no extra cost. These represent 


another refinement in patient care and do away 
with the odious, dry, semi-used tube. 


Q. Do you recommend routine cleaning of the 
inside of sterilizers? 


A. Sterilizers do not need cleaning on the basis 
of its being Sunday or the third Tuesday in the 
month. If, however, there is an accumulation of 
scale and mineral deposits, the chamber can be 
cleaned with a mild abrasive. If steel wool is used, 
it must be made of stainless steel so that particles 
will not be imbedded in the Monel metal. 


Q. What is your opinion of bacteriologic testing 
of autoclaves and dry heat sterilizers? 


A. The advent of commercially prepared heat- 
resistant spores makes bacteriologic testing of the 
process easier and permits the use of a standard- 
ized spore strip. On the other hand, these strips 
must be intelligently located in the sterilizer to 
yield valid data. When using them for testing the 
dry heat process, be certain that the spores are 
surrounded by the same material that is to be 
sterilized and that the spores have not been hy- 
drated prior to the test. 


Q. Is there any advantage to keeping steam in the 
jacket of the sterilizer at all times? 


A. The chamber comes up to temperature more 
quickly when the jacket is hot. 
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The extent of the problem of rust on instruments 
used in surgical and dental operations is perhaps 
one of conjecture or relativity in some situations. 
In some circumstances, it is likely to be one of 
proximity. When asked if rust were a problem in 
his office, one doctor was quick to reply in the 
negative, but when his nurse was asked the same 
question, he discovered it was one of her most 
vexing and time-consuming tasks to keep sterilized 
instruments free from rust. 


The increase in the development of better stain- 
less steel instruments has no doubt decreased the 
number of instruments ruined by corrosion, yet 
the likely persistence of inferior quality of metals, 
and the difficulty of manufacturing all types of 
appliances from materials which meet all the de- 
mands of the varied uses, seems to indicate a need 
for continuing efforts to meet the problem of cor- 
rosion. Some of the factors involved in this prob- 
lem are extensively described by Dr. Carl Walter 
in Aseptic Treatment of Wounds.! 


The practical aspect of dealing with large num- 


*Sister Mary Louise is operating-room supervisor, De Paul Hospital, 
St. Louis. Mr. Conger is general manager, Lorvic Corp., St. Louis. 
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New Technic Promises Rust-Free Autoclaving 
By Sister Mary Louise, D.C., and Stephen Conger* 


bers of instruments and the time-consuming process 
that may need to be undertaken to overcome the 
rust problem seem to require a means by which 
corrosion may be prevented — a means which must 
be practicable, and not complicated or time-con- 
suming. 


Proper cleaning of surgical instruments is espe- 
cially important in preventing corrosion due to 
blood, pus, and tissue which may be caught in the 
locks and hinges, yet even adequately cleaned and 
“satin-finished” instruments have not completely 
escaped the slow but no less destructive process 
of corrosion. 


Oxidation of surgical instruments takes place 
during autoclaving while the instruments are ex- 
posed to air, moisture, and heat.2 Some of this 
corrosion can be attributed to the water left in 
the locks after the drying of the instrument. The 
variation in the incidence of corrosion of the instru- 
ments is probably accounted for by divergencies 
of the mineral content in water from one locality 
to another. This points up the need to control 
rust in the wash phase of cleaning instruments. 
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Several methods of protecting instruments dur- 
ing boiling and autoclaving have undergone ex- 
perimentation recently and promise results. One 
method’ has been estimated to be approximately 
80 percent effective, while another method‘ which 
has undergone intensive testing promises to give 
100 percent relief from the rust and corrosion 
problem. 


The former method involves the use of oil-in- 
water emulsion technic which does not hinder the 
sterilization process. The instruments to be steri- 
lized are first sprayed with the preparation, to 
prevent oxidation and to provide a lubricant for 
bearings and gears of rotating instruments. 


Repeated tests of this method indicate that al- 
though corrosion and rust are reduced to some 
extent, they are not entirely eliminated, and be- 
cause of the high viscosity of the oil (silicone) at 
high temperatures, lubrication is impaired. Al- 
though recent studies of this procedure are encour- 
aging, there is still no indication that the oil-in- 
water emulsion dip prior to autoclaving will yield 
a 100 percent solution to the problem of corrosion, 
especially under prolonged atmospheric conditions. 


The second method, which has recently under- 
gone extensive testing, attacks the corrosion prob- 
lem by attacking the atmospheric conditions in 
the autoclave during and after sterilization. 


Through a chemical process that ties up the oxy- 
gen molecules during the sterilization, preventing 
reaction with metal, this new preparation lends 
protection against any oxidation during and for 
some time after sterilization. 

The solution,’ which does not impair steriliza- 
tion, is applied to the outer muslin wrapper in the 
form of a mist-type spray prior to autoclaving. The 
invisible deposit on the wrapper releases a vapor 
which inhibits the corrosive action of oxygen dur- 
ing sterilization. Upon completion of the process, 
the instruments are permitted to dry in their wrap- 
pers, and upon inspection after two weeks of stor- 
age are found still free of corrosion. 


The preparation does not affect the muslin 
wrappers. They launder just as though the anti- 
rust solution had not been used. 


To determine the bacteriologic safety of the 
solution, 10 scalpel blades were contaminated with 
a bacterial spore suspension consisting of Clostrid- 
ium tetani, B. anthracis, B. subtilis, and B. mega- 
terium. In addition to the spores, the suspension 
contained 10 percent horse serum. Blades were con- 
taminated by immersion for 15 minutes in the sus- 
pension; then they were dried for one hour at 37°C. 


After drying, eight of the blades were wrapped 


in cotton toweling previously treated with the 
solution. This package was autoclaved for 15 min- 
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utes at 121° C. The remaining two blades were not 
autoclaved, and served as control for the viability 
and sporulation of the test suspension. 


After adequate incubation, both of these blades 
showed survival of spores, while all eight of the 
other blades showed no growth.® 


Skin irritation tests of this product have been 
done on New Zealand albino rabbits, which have 
extremely sensitive skin. “No discernible skin ir- 
ritations” were observed in any of the experimen- 
tal animals after use of a full-strength solution 


Figure | 





Tests were made on four geivenized carbon steel strips. 





approximately 1,000 times the concentration ob- 
tained when used as directed.? Further toxicity 
studies have not been done and do not seem indi- 
cated, because during autoclaving, the solution 
is disintegrated from its original form, and the 
residue on the instruments is minute. 


Initial tests of the preparation as a rust inhibitor 
were conducted as galvanized carbon steel strips 
which were cleaned in hydrochloric acid and then 
polished with emery cloth to a high luster (see 
Figure 1). This type of metal was chosen because 
of its rapid oxidation, which affords a good test 
in control of the agent employed. 


Two strips were wrapped and sterilized in a 
standard autoclave without the product (Vapor- 
Phase). These were literally covered with rust 
upon removal (see Figure 2). Two other strips 
were then wrapped in a piece of muslin and 
sprayed with Vapor-Phase. After autoclaving the 
strips remained exactly as they appeared prior 
to this exposure to heat and moisture (see Figure 
3). This process was repeated five times, and the 
strips remained corrosion-free. 


In actual use tests, all types of instruments were 
autoclaved without regard to separation of carbon 
steel from stainless steel instruments. The instru- 
ments, free from rust, were wrapped in a muslin 
wrapper, sprayed with the solution, and taped 

















with pressure-sensitive tape. The size of the auto- 
clave, the length of time, or the temperature did 
not affect the result. 


Even carbon steel scalpel blades were found to 
be free of rust after autoclaving, and there was 
no transfer of rust to the other instruments when 
a rusty instrument was placed with a rust-free 
instrument. Neurosurgical burrs and_perforators 
sterilized in the autoclave with the solution are 
found to be rust-free and sharp. 


Tests indicate that the protection against cor- 
rosion is decreased with time. Nonsterile instru- 
ments stored in open cabinets can be re-sprayed 
after two weeks. Sterile, wrapped instruments 
which are likely to be kept stored in humid at- 
mospheres can be enclosed in an outer polyethy- 
lene protector to prevent corrosion or can be re- 
sprayed before resterilization. 


During the process of emergency sterilization, 
considerable rusting occurs. This can be prevented 
by spraying the instruments directly with the 
preparation or by placing a sprayed cloth in the 
autoclave with the instruments. The exact amount 
of the solution is not mentioned in quantity. 
Experience indicates that about two or three sprays 
from the polyethylene container will supply enough 
of the solution to provide for each set of instru- 
ments in each sterilizer load. The volume of ster- 
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ilizing will determine the quantity in a particultar 
situation. 

Experimentation thus far has indicated that a 
solution to the costly rust and corrosion problems 
of moist-heat sterilization may be at hand. A new 
approach, both simple and relatively inexpensive, 
which treats the atmosphere rather than the in- 
strument, has been found effective. Moreover, 
sterilization has not been impaired, and the formu- 
la is nontoxic. 
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Outbreaks of homologous serum jaundice 
have put sterilization of dental instruments in 
the spotlight. A practical, effective method 
which will prevent corrosion and not interfere 
with lubrication is needed. 

Routine autoclaving at 250° F. is bacterio- 
logically ideal, but the corrosion that results 
puts it in disfavor for use in geared and hinged 
instruments. Dry heat sterilization would be 
desirable except for the long exposure required. 

Three types of emulsion compounded to 
lubricate and prevent corrosion were tested. 
Instruments were cleaned in Stoddard Solvent; 
dried and immersed in a culture of B. subtilis 
morphotype globigii. After inoculation, they 
were placed in an emulsion, drained and auto- 
claved for 15 minutes at 250° F. Cultures were 
done immediately after sterilization, and results 
were identical with all 3 agents tested — no 
interference with sterilization. Paired instru- 
ments were autoclaved simultaneously to check 
corrosion resistance. The emulsions appear to 
inhibit corrosion, except in the case of plain 
carbon steel chisels. Rotating parts of instru- 
ments still require periodic cleaning and there 
is no significant oil film left on the instruments. 
Dental burrs contaminated with saliva and 
blood were dipped in emulsion and sterilized. 
Sterilization was achieved in all tests. 


(The following were abstracted from papers given 
at the 45th clinical congress of the American Col- 
lege of Surgeons, held Sept. 28- Oct. 2 at Atlantic 
City.) 


“Trapped” Air Dangerous 


Position Changes May 
Contribute to Air Embolism 


Air embolism has become a problem of increased 
importance since the rapid development of open- 
heart surgery. Air may be introduced into the 
circulation from the operative site as well as from 
the heart-lung machine. 





Previous investigations demonstrated by means 
of gross changes in position that distribution of 
air into the arterial system is, in general, deter- 
mined by the buoyancy of air in blood. 


In this study, eleven adult mongrel dogs were 
used, and their positions, noted after anesthesia, 
varied. Either end of the table was raised or 
lowered so that the brain was located 6 cm. below 
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the base of the aorta, 3 cm. below the base of the 
aorta, on the same level, and 3 cm. and 6 cm. 
above the base of the aorta. 


In each position, 2 ml. of air followed by 6 ml. 
of normal saline was injected into the ascending 
aorta through a catheter, within a period of three 
seconds. The volume of air which entered the 
bubble trap from the carotid arteries was estimated 
by calibration of the diameter of coalesced gas. 


From the results of the study, it would appear 
that the 6 cm. head down position is safer from 
the point of view of cerebral embolism when air 
is introduced into the ascending aorta. The po- 
tential danger from “trapped” air is greater in 
the head down position, however. This may ex- 
plain the cases of air embolism appearing post- 
operatively upon change of position of the patient. 
— Albin A. Bagdonas, M.D., Jackson H. Stuckey, 
M.D., Clarence Dennis, M.D., Norman S. Amer, 
M.D., Rodolfo T. Domingo, M.D., and Richard R. 
Cappelletti, M.D., Department of Surgery of the 
State University of New York, Brooklyn. 





Rapid Patient Reaction 





Saline Replaces Blood as 
Primer in Pump-Oxygenator 


Open-heart surgery requires large amounts of pre- 
pared donor blood, a considerable amount of 
which is used for priming the pump-oxygenator. 
The amount of primer depends upon the type of 
system used and the size of the patient to be per- 
fused. The priming volume may approach the total 
circulating blood volume of the patient. 


If the primer of donor blood could be eliminated 
from the blood support needed in open heart 
surgery, many of the problems associated with 
multiple blood transfusions could be reduced. 
Blood bank emergencies could be alleviated and 
unused heparinized blood and residual blood 
primer would no longer be waste products of the 
procedure. 


Laboratory investigation was concerned with the 
creation of a compact and suitable extracorporeal 
blood system, the selection of a suitable solution 
which is innocuous to blood and which can be 
safely used to prime, a method of controlling the 
primer above the blood stream, and a method of 
maintaining continuity of the circuit beneath the 
physiologic solution. 


In laboratory tests with animals, normal saline 
was one of the several physiologic solutions 
studied. Total body perfusions lasting over two 
hours were performed without the need for blood 
support. It was noted those animals perfused with 
the normal saline primer in the system, instead 
of a fresh donor blood primer, showed more rapid 
reaction and a more benign postoperative course. 
Stored citrated blood was satisfactory for correcting 
any unexpected blood loss. 


In the present clinical procedure, blood admin- 
istration during the thoracotomy is by venous cut- 
down. The pump-oxygenator is primed with a 
liter of physiologic saline solution. A catheter is 
inserted into one of the femoral arteries. Air is 
evacuated from the arterial tubing, and arterial 
pressure then forces blood through the pump- 
oxygenator, displacing and trapping the saline 
primer into a restricted compartment above the 
level of the blood circuit. 


Upon completion of the perfusion, the extra- 


corporeal blood in the pump-oxygenator is 
pumped back into the patient. Small amounts of 
saline which are inadvertently administered to the 
patient have not caused any adverse effects. 


The mechanism has been used clinically in 24 
cardiac patients presenting a variety of congenital 











and acquired defects. All patients remain improved 
up to 16 months in followup. Successful results 
have been obtained in patients as old as 66 years, 
and in perfusions lasting as long as 84 minutes. 
The rapid reaction and the benign postoperative 
course of most patients are noteworthy features of 
the method. — Frederick G. Panico, M.D., and 
Wilford B. Neptune, M.D., New England Dea- 
coness Hospital and Overholt Thoracic Clinic, 
Boston. 


Tetanus 


Widespread Active Immunization 
Against Tetanus Urged 


The tragedy of tetanus is that it could have been 
eradicated in 25 years with a program of immuni- 
zation at a smaller cost than any other immuniza- 
tion program ever instituted. 


The most important feature is prevention of 
the disease with widespread active immunization. 
It is the responsibility of surgeons as well as every 
other professional group to promote acceptance 
of such a program. The usual dose of 1,500 units 
is inadequate for minimal protection. The minimal 
dose should be 4,500 units, and this should not 
be scaled down according to the patient’s weight. 





Once tetanus has set in, treatment at its best is 
unsatisfactory. Wound care is imperative with 
adequate debridement a must. Antibiotics will 
have no effect on toxins already produced, but the 
organisms can be attacked with antibiotic therapy, 
especially with penicillin. 

Antitoxin should be given at the rate of 100,000 
units equally divided between intramuscular and 
intravenous routes. Muscle relaxants and sedatives 
are indicated, but curare or succinylcholine leaves 
too narrow a margin for safe ventilation. Trache- 
ostomy is indicated for all patients with tetanus; 
gastrostomy or feeding tubes may be necessary. 


Good management of these patients and good 
supportive care have resulted in a steady decrease 
in mortality over the last 50 years.— Keith 
Reemstma, M.D., assistant professor of surgery, 
Tulane University School of Medicine, New Or- 
leans, La. 


Gas Gangrene 





Sudden Paleness, Delirium in Wound 
Grounds for Suspicion of Gangrene 

Gas gangrene is more of a potential threat than 
an actual disease. From the production of gas 
gangrene in experimental animals, certain conclu- 








sions have been made. For one, the appearance 
of a wound is not an infallible guide to diagnosis. 
There may be no smell; the wound may bleed; 
the muscle may retract if pinched; there may be 
neither gas nor gangrene present; and yet the pa- 
tient may die of gas gangrene of a wound. 


Any time a wound is present and a patient sud- 
denly becomes pale and delirious, the diagnosis 
should be considered. Standard vital signs and 
routine laboratory work are not very helpful in 
making the diagnosis. Gas gangrene may occur 
three to six hours after wounding, but more often 
occurs 12 to 24 hours afterward. If the patient is 
in generally poor shape after 24 hours, the diag- 
nosis should be considered. 


A high index of clinical suspicion is essential 
in treating wounded patients. If the wound shows 
nothing and the physician is suspicious, it is still 
necessary to establish the diagnosis. Smear and 
cultures can confirm it, but three days may be too 
long to wait for bacteriological diagnosis. 


The fact that a wound grows Clostridia is not 
too helpful in treating the patient; however, quan- 
titative determinations of organisms present in a 
wound are helpful. If a swab from a suspected 
muscle tissue produced gram-positive rods on 
smear and if that swab is from the interior of a 
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wound, rather than from a superficial pool of 
exudate or pus, one must suspect Clostridia myo- 
sitis until proved wrong. 


Repeated smears are made over a period of hours 
to check on the increase in number of rods. It 
must be emphasized that the gram-positive rods 
are counted, not organisms. 


Once the diagnosis is established, surgical exci- 
sion of damaged muscle is the prime treatment 
and the prime preventative of gas gangrene. The 
patient will invariably die without treatment or if 
treatment is delayed 12 hours. A good debridement 
done within six hours of wounding gives him 
chance for survival. 


There is always argument as to how much tissue 
must be removed. Sometimes it is impossible to 
remove all damaged tissue, but the patient still 
has a good chance for survival. Antitoxin and anti- 
biotics are useful adjuncts to operative treatment. 


Prophylactic antitoxin for gas gangrene is of no 
practical value in private life. Ultimately toxoid 
and active immunization may have a place, espe- 
cially in the military. Therapeutically, antitoxin 
is of limited value — depending on the potency of 
the antitoxin. The preferred route of administra- 
tion is by infiltration directly into and around 
infected muscle. 










































































































Antitoxin is administered in two equal doses — 
one given intravenously before surgery. If surgery 
is complete, the remaining half is given intra- 
venously; if surgery is not complete, the remaining 
half is put directly in the muscle. 


The patient is loaded with tetracycline and 
penicillin. Every nook and cranny of the wound 
is filled with strong penicillin solution. In the 
laboratory animal penicillin has been found more 
effective when administered locally than systemi- 
cally. 


The treatment at best is unsatisfactory. Prob- 
ably the best advice is that once the diagnosis is 
suspected, all methods should be used at once. — 
Lt. Col. Douglas Lindsey, M.C., U.S.A., deputy 
director of medical research, Chemical Warfare 
Laboratories, Army Chemical Center, Maryland. 


Delay Gallbladder Surgery 
Unless Diagnosis Clear-Cut 


Gallbladder disease is an old and recurring prob- 
lem accompanied by many changes in ideas of 
treatment. Experimental studies can show that 
gallstones will develop in the presence of stenosis, 
narrowing or disease of the common duct. 


In the laboratory animal, stricture of the lower 
end of the common bile duct may result in the 








formation of stones. In man, there is a high inci- 
dence of narrowing of the lower end of the com- 
mon duct in the presence of gallstones. 


Stenosis of the sphincter of Odii is not a primary 
cause of gallstones in man. When seen in associa- 
tion with gallstones, it is usually secondary to 
biliary infection or pancreatic disease. 


There are still reasons to assume that metabolism 
and dietary habits figure in the development of 
gallstones. 


A high alkaline phosphatase has been thought 
of as a manifestation of obstructive jaundice, but 
this is not necessarily true because a patient may 
have no jaundice and still have a high alkaline 
phosphatase. In laboratory-produced strictures, the 
animal will have a high alkaline phosphatase but 
no jaundice. In man, there is no marked elevation 
of alkaline phosphatase or hepatic disease with 
gallstones. 


A high alkaline phosphatase, however, does in- 
dicate an inflammatory change in the biliary tract, 
and justifies exploration of the common duct. It 
may be associated with obstruction but is not 
merely an obstructive manifestation. The alkaline 
phosphatase is helpful in diagnosing the patient 
who has had cholecystectomy and has vague 
symptoms. 
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Care of the patient with the asymptomatic gall- 
stone is an open question. It is hard to know 
exactly at what age one should consider surgery. 
There is certainly no indication for surgery in the 
young patient. Gallstones can develop in a person 
born without a gallbladder; therefore, cholecys- 
tectomy in young adult life is no guarantee that 
stones will not develop in the common duct sub- 
sequently. In older patients with a large, single 
asymptomatic stone, surgery may prevent a gall- 
stone ileus or manifestation of gallbladder disease 
later in life. 


Surgery should not be forced on the patient. 
Chances of future trouble should be discussed. 
There is about a 50 percent chance of trouble 
within 10 or 20 years. Once symptoms appear, 
there is no argument — surgery is performed. 


Treatment of the acute gallbladder is more defini- 
tive. When the diagnosis is clear-cut and a tender, 
inflamed gallbladder can be palpated, early surgery 
is indicated. This does not imply emergency sur- 
gery but surgery at the earliest convenient time for 
patient, surgical team, and anesthetist. 


If the diagnosis is not clear-cut, the surgeon 
should delay. There is increasing frequency of 
biliary-tract disease following coronary-heart dis- 
ease. It is wise to wait until the patient's other 
disease processes surrender to control and he is 
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strong enough to withstand surgery. If he has 
obvious gallbladder disease, is in the older age 
group, and gets sicker while under observation, a 
cholecystostomy should be done. This will carry 
the patient through the acute phase of his disease 
until his various systems can withstand the on- 
slaught of 1.5 to two hours of surgery. 


Drainage is the first stage of a two-stage opera- 
tion. It is an especially good procedure in the 
elderly, obese, hypertensive or cardiac patient. 
Local anesthesia is used whenever possible. Biopsy 
can easily be done at the same time and should be 
a routine procedure every time a gallbladder is 
opened. It may also be possible to remove a stone 
at that time. 


A cholecystocholangiogram is done through the 
tube two to three weeks later. If no stone is ob- 
vious, the patient should be released. In younger 
patients, cholecystectomy will be inevitable, but 
in older patients, the chances of trouble within five 
years are less than 25 percent. — J. Englebert Dun- 
phy, M.D., Portland, Ore. 


Urges Selection of Blood Components 
To Treat Specific Conditions 

Just as specific antibiotics are selected for specific 
organisms, so should single blood components be 
selected to treat specific conditions. Only hemor- 


rhage and traumatic shock require the infusion of 
whole blood. 


Too often, unnecessary components in whole- 
blood transfusions represent both waste and an 
overloading of the patient’s system. In the past, it 
has not been easy to be selective of components, 
but today many fractions are available. 


For example, hospitals can prepare their own 
packed red cells. These are valuable in treating 
preoperatively patients with valvular heart disease, 
and in medical management of patients with leu- 
kemia and bone-marrow hypoplasia, and are indi- 
cated in treatment of the occasional patient who 
is harmed by volume expansion resulting from 
whole blood. 


Packed cells must be administered within a few 
hours of preparation because of the possibility of 
introducing bacteria. Much of this limitation can 
be removed by using plastic bags for separation. 


Freezing of red cells will revolutionize blood- 
bank technics. Transfusion reactions, particularly 
pyrogenic and urticaric, will be eliminated. Waste 
from outdating will end; red cells can be stored 
for at least three years frozen and 10-14 days after 
thawing, for typing, crossmatching, etc. 


The rate of removal from freeze lockers can be 
related to demand, so that frantic appeals for rare 






















types will become unknown; frozen cells can be 
resuspended as packed cells or as whole blood; the 
individual awaiting elective surgery can accumu- 
late a supply of his own blood. 


Concentrates of human platelets are now avail- 
able and are indicated for bleeding related to a 
platelet deficiency. The platelet count per se is 
never treated because many patients develop pro- 
found thrombocytopenia without bleeding. The 
dosage is adjusted to clinical requirements. Severe 
thrombocytopenic bleeding requires three or four 
units of preserved or fresh platelet concentrate. 
The effect is short-lived but will tide a patient over 
for a day or two. Side-effects are rare. 


Plasma fractions are mandatory in treatment of 
the patient with hypofibrinogenemia and irrever- 
sible hemorrhage. There is only 200 mgm. percent 
of fibrinogen in a unit of whole blood, whereas 
several grams are actually needed for the patient 
bleeding on the basis of hypofibrinogenemia. 


When unexplained bleeding is encountered in 
thoracic surgery, in genitourinary surgery (espe- 
cially prostatectomy), in leukemia and after in- 
compatible blood transfusions, hypofibrinogenemia 
should be suspected. Chemical determination will 
confirm the suspicion. The normal percentage is 
150-250 mgm.; the patient will bleed at 75 mgm. 
percent or less. 
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Infection Control Program 


At New Hampshire Hospital 


In an exhibit at the clinical congress of the American College of Sur- 
geons in Atlantic City, Ralph Adams, M.D., Huggins Hospital, Wolfe- 
boro, N. H., demonstrates application of new mask which he and 
associates developed to curtail bacteria transfer from breath to at- 
mosphere. Filter of spun glass fibers is used between inner and outer 
mesh screens and one of four basic mask shapes is fitted to face with 
pliable adaptor ring. 

The model, Mrs. Adams, also wears wrap-around gown and con- 
ductive booties designed at the hospital. Sole maintains direct contact 
with wearer through conductive rubber strip coming up along back of 
bootie and held against skin on side of leg. 





Below: Miniature operating rooms with staff and equipment depicted 
in minute detail were shown in Dr. Adams’ display. Routine described 
feat 3% deriori 


r in of infection rate to only two infections of clean 
wounds in 800 cases. 











Chemical determination takes time, of course. 
A simple bedside test can be used to corroborate 
the suspicion quickly. A bottle of thrombin is 
dissolved in any diluent — saline or distilled water. 
The final dilution should give an easily measurable 
unit in one cc. of solution. Two cc. of the pa- 
tient’s blood are withdrawn and put in any anti- 
coagulant, and one cc. or one unit of the thrombin 
mixture is added to the blood and mixed gently. 


If the blood clots in 15 seconds or less, there is 
no need for concern. If the patient has 50 percent 
fibrinogen present, the blood will clot in 30 sec- 
onds; if 25 percent or less fibrinogen is present, 
the blood will clot in 45 seconds. If there is no 
clotting after 45 seconds, intravenous fibrinogen 
must be ordered promptly. — James Lyman Tullis, 
M.D., Brookline, Mass. 


Wants More Surgeons to Run Banks; 
Lists Problems in Massive Transfusions 


Surgeons are the best customers of blood banks 
and should have more interest in transfusions and 
the operation of blood banks. Indeed, it would be 
a good thing if more surgeons ran banks. The sur- 
geon has the best opportunity to establish good 
rapport with the potential donor and uses 60 to 70 
percent of all blood collected. 


When massive transfusions are given, it is often 





difficult to know when to stop the infusion. Merely 
bringing the systolic pressure back to normal may 
not be effective. Blood-volume determination is 
helpful, but when the patient is on the table, bleed- 
ing, there is seldom time to wait for the answer. 
In the absence of acute cardiac failure, good clinical 
judgment of venous pressure is probably the best 
index for measuring blood volume at any time. If 
a patient who is lying flat has full and distended 
neck veins, there is certainly no hypotension. 


Chemical imbalance often accompanies massive 
transfusions. Shifts in ions take place. Potassium 
leaks out of the red cell into the plasma in stored 
blood. Sodium citrate, the anticoagulant in banked 
blood, is a loose binder of calcium. Potassium and 
calcium are two antagonistic ions. Often when a 
patient in profound shock is infused with stored 
blood, his blood pressure may rise and then fall off. 
Even though blood replacement may be sufficient, 
the patient may go into cardiac arrest or fibrilla- 
tion. The patient receiving massive transfusions 
should also receive calcium, especially when the 
heart pump or perfusion apparatus is used. 


When a patient oozes into a previous dry wound 
or bleeds into an area of previous trauma and a 
transfusion has been given, a transfusion reaction 
should be suspected. —/van W. Brown, Jr., M.D., 
Durham, N. C. 
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(The following two abstracts were taken from 
papers presented at the 12th clinical meeting of 
the American Medical Association, Minneapolis, 
December 2-5, 1958.) 


Surgery in Newborn 


Infant in First 72 Hours of Life 
Can Withstand Surgery Well 


If a newborn baby needs surgery, one of the best 
times to perform it is during the first 72 hours 
of life. The newborn infant then is in an excellent 
nutritional state, with high levels of hormones and 
inherited antibodies circulating in the blood. These 
enable him to adapt to stress and to thwart in- 
fection. 





Moreover, the newborn possesses a high thresh- 
old of pain and requires smaller amounts of anes- 
thetic agents. The infant will tolerate major surgery 
extremely well and will recover rapidly. 


After the first 72 hours there should be a tempo- 
rary discontinuance of surgical intervention. For 
the next 11 days the infant is in a period of transi- 
tion. He is losing weight and has a sluggish adrenal 
response. He again becomes a good surgical risk 
after he is two weeks old. — H. William Clatworthy, 
Jr., M.D., associate professor of surgery, Ohio State 
University College of Medicine, Columbus. 
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Head Injuries 





Describes Types of Head Injuries 
Requiring Immediate Treatment 


Damage to the brain and spinal cord causes 70 
percent of the deaths resulting from automobile 
accidents. Furthermore, 70 percent of the deaths 
from head injuries take place in the first 24 hours 
after the accident. 


Ideally, the head injury should be treated by a 
neurosurgeon, but, unfortunately, one is not always 
available. 


There are three main types of head injuries — 
mild, overwhelming, and indecisive. Included in 
the mild type are lacerations of the scalp and con- 
cussion, which do not require much treatment or 
concern. Overwhelming injuries include crushing 
types of trauma, massive hemorrhage within the 
skull, and laceration of the midbrain or brain stem. 
Patients so injured rarely survive long enough to 
see a physician. 


The third group of injuries can be effectively 
treated in many instances. Patients with these in- 
juries usually will survive long enough to reach a 
neurosurgeon. However, there are at least two situ- 
ations in which immediate attention is needed. 


An infant who appears to be dying of intracranial 


















bleeding needs immediate treatment. If the child 
is less than 18 months old, a needle can be inserted 
through the fontanel of the baby’s head. This al- 
lows the blood to escape through the needle and 
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reduce the pressure on the brain. The operation 
can be done once or twice daily if necessary until 
the bleeding stops. 


The other acute emergency that must be recog- 
nized and treated at once is acute extradural hem- 
orrhage. The classic example of this type of injury 
is in an adolescent who, while riding a bicycle, falls 
and strikes his head. He is momentarily dazed, but 
goes home. During the next hour, headache de- 
velops, he becomes generally ill and vomits, paral- 
ysis appears, and he becomes unconscious. At this 
stage, the situation is a dire emergency. 


Surgical intervention is imperative. During the 
surgery, the damaged artery is repaired and blood 
clots removed. — Collin S$. MacCarty, M.D., Mayo 
Clinic, Rochester, Minn. 


(The two abstracts below were taken from papers 
presented at the annual meeting of the American 
Heart Association, San Francisco, October 24-28, 
1958.) 


Restores Normal Heart Beat 





Open-Heart Surgery Technic 
Used to Treat Heart Block 


A technic for restoring the normal heart beat if 
it falters, originally developed for use in open- 
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heart surgery, is now being applied without opening 
the chest. 


The technic involves introducing a fine wire 
directly onto the surface of the heart muscle to 
overcome the “heart block” — an interruption in 
the pathways that conduct the electrical impulse 
triggering the heart beat from the heart’s upper 
collecting chambers to its lower pumping chambers. 
It may occur in patients undergoing surgical repair 
on the interior wall separating the heart chambers, 
or in patients with heart disease who are not under- 
going surgery. 

In surgical patients, the wire is attached to a 
surgical needle and passed through the heart mus- 
cle, where it is held in place by silk sutures. One 
end of the wire is connected to a small electrical 
wave generator outside the body; the circuit is com- 
pleted by another wire connected to a small plate 
electrode under the skin in the chest wall. Mild 
stimulation can then be given to restore the heart 
beat if it becomes disrupted, with the electrical 
current carried by the wire acting as a substitute 
for the heart's own pacemaker. 


In nonsurgical patients, a long hollow needle is 
passed through the chest and brought to the heart 
wall. The wire is threaded through the hollow 
needle, pushed into the heart muscle, and connected 
up as in the surgical patients. 
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Use of this technic has brought about a remark- 
able reduction in death from heart block, and has 
been the most important contribution to the rapidly 
decreasing mortality of open-heart surgery. — Paul 
C. Hodges, M.D., Earl E. Bakken, M.D., and C. W. 
Lillehei, M.D., Minneapolis, Minn. 


Two-Cusped Structure 





Plastic Remodeling Technic Rebuilds 
Aortic Valve, Overcomes Leakage 


The aortic valve, which controls the outflow of 
blood from the heart to the general circulation, can 
be rebuilt by a plastic remodeling technic which 
eliminates valve leakage. 


The operation transforms the valve, normally a 
three-cusped structure, into a two-cusped structure. 
Various remodeling methods are used to adapt the 
general principle to the particular valve damage 
seen in each case. 


Aortic valve leakage may be of congenital origin 
or may be a complication of rheumatic heart dis- 
ease. During diastole of a normal heart, the three 
cusps fill with blood and come together, completely 
blocking any backward flow of blood into the heart 
from the aorta. During systole, they become flat- 
tened against the wall of the aorta, providing a 
passageway of large size. If any one of the three 








cusps becomes distorted, shrunken, or flabby, it is 
not capable of meeting with the other two, and 
leakage occurs. 


Since the three-cusped structure is almost im- 
possible to duplicate, the biscuspid valve structure 
is the next best thing. It presents only one line 
of closure along which the cusps have to meet, and 
they will close if there is only slight pressure from 
a backward surge of blood. 


Among the methods used to remodel the valve 
have been the stitching together of two cusps, lift- 
ing flaps of tissue from the lining of the aorta and 
joining them to the free edges of deformed cusps, 
and removal of a cusp along with a part of the 
aortic lining.—Charles P. Bailey, M.D., Philadel- 
phia. 


(Abstracts of papers from the annual convention 
of the American Medical Association, Atlantic City, 
June 8-12.) 


Helps Dispel Fear 





Characteristics and Cases Cited 

For Surgery Under Hypnosis 

Persons who can undergo surgery while hypnotized 
are a small and special group who appear not to 
suffer when given painful stimuli. They have life 
histories of having been able, since early life, to 


carry out similar behavior without “hypnotic in- 
duction.” 

Possessing distinct characteristics, they can put 
themselves to sleep at will, concentrate on work 
or studies by “blocking out” irrelevant stimuli, 
and become detached, unconcerned, and inatten- 
tive to stimuli to which their attention is not spe- 
cifically directed. They believe in hypnosis, think- 
ing that hypnosis and the hypnotist can make them 
experience unusual things. In addition, they are 
able to accept the hypnotist’s words as valid de- 
scriptions of reality. 

Relief of discomfort and suffering which is 
brought about by “hypnotic analgesia” is due to 
the same process which operates when morphine 
relieves suffering. Morphine is effective not by 
altering awareness of pain but by bringing about 
contentment, freedom from anxiety, and a bemused 
state.— Theodore X. Barber, Ph.D., Harvard Univer- 
sity, Boston. 

. « * * 
While hypnosis cannot replace chemical anesthetic 
agents, much can be gained by using it in suit- 
able cases. It offers a great deal in proper manage- 
ment of preoperative fear, anxiety and tension. 

Hypnosis, along with small quantities of anes- 
thetic drugs (hypoanalgesia) has been used in 
three operations on children to repair heart wall 
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defects. All of these were “open”; blood was 
stopped from flowing through the heart. In two 
cases, heart-lung machines were used to shunt 
blood around the heart. In the other, hypothermia, 
chilling the body and slowing the blood flow, was 
employed. 

In another case, a mitral commissurotomy, in 


SELECTED BIBLIOGRAPHY 
By Dorothy W. Errera, R.N. 


Dale, W. A. and Schwartz, S. 1: “Rebreathing 
Tube for Prophylaxis and Treatment of Atelec- 
tasis,” Am. J. Surg. 98:20, July, 1959. 


A light-weight cardboard cylinder (1,000 cc. 
volume) fits a plastic mouthpiece. The pa- 
tient’s nose is held closed while he breathes 
through the tube for three to five minutes. 
The patient hyperventilates; the alveoli are 
distended; the patient is stimulated to cough 
and atelectasis is an unlikely possibility. The 


which a “stuck” heart valve was loosened, was 
performed on a 42-year-old woman who received 
only hypnosis as an anesthetic agent. This was 
the first time such an operation has been per- 
formed on an adult with only hypnosis as an 
anesthetic.—Milton J. Marmer, M.D., anesthesio- 
logist, Cedars of Lebanon Hospital, Los Angeles. 


tube is discarded after single use; the mouth- 
piece is terminally autoclaved. 


After 18 months of use at Strong Memorial 
and Rochester Municipal Hospitals, there are 
no exact figures to support a claim to a lesser 
incidence of postoperative pulmonary compli- 
cations, but the general impression among 
nurses and physicians is that such complica- 
tions are fewer in number. 


The technic has been routine in all post- 
operative patients, and paper bag rebreathing 
and carbon dioxide have been completely 
abandoned. 














(The following article is adapted from an article 
by Clark F. Jones, NFPA Gases Engineer, which 
appeared in FIREMAN, September 1958. Please 
pass it on to your hospital engineer.) 


In hospital operating rooms where flammable anes- 
thetic agents are used, a conductive floor serves 
as a convenient means for connecting persons and 
objects electrically to prevent the accumulation 
of electrostatic charges which may result in sparks. 


A spark discharge can take place only when 
there is no other path of greater conductivity 
through which equalization may be accomplished. 
Thus, electrostatic charges can set up dangerous 
differences in potential only in the presence of 
materials which are electrically nonconducting. 
Insulating materials act as barriers to the free 
movement of electrostatic charges and prevent the 
equalization of electrical potentials. 

These basic considerations are important in 
planning an explosion-proof operating room. To 
expand them, the National Fire Protection 
Association’s Committee on Hospital Operating 
Rooms has developed NEPA No. 56 — 1959: Code 
for Use of Flammable Anesthetics (formerly Safe 


How to Test Hospttal Operating Rooms 


Practice for Hospital Operating Room), an impor- 
tant booklet on hospital operating room safety. 

Much of the following information is taken 
from this booklet, which contains advice on why 
conductive flooring is necessary for an operating 
room, how it should be tested, and what equip- 
ment should be used. Standard No. 56 should be 
studied by every hospital engineer. 

It has been determined that electrical paths with 
resistances not exceeding 5 to 10 megohms be- 
tween the objects or persons will generally pre- 
vent the build-up of dangerous voltages. Thus, 
the upper limit (10 megohms or 1,000,000 ohms) 
was selected by the NFPA Committee on Hospital 
Operating Rooms for the resistance of the floor, 
with the idea that it would allow reasonable pro- 
vision for other resistances in the conductive path. 

When actually testing the floor for safety, then, 
Standard No. 56 requires that the _ resistance 
measures less than 10 megohms (1,000,000 ohms) 
and more than 25,000 ohms. The apparatus for 
carrving out this test consists of two electrodes 
placed three feet apart at any points on the con- 
ductive floor. The resistance of the floor must be 
more than 25,000 ohms, measured between a 
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ground connection and an electrode placed at any 
point on the floor. This latter is for protection 
against electric shock. 

In measuring resistance to ground, two measure- 
ments are made at each location, with the test 
leads interchanged at the instrument between 
measurements. An average of these measurements 
is taken as the resistance to ground at that loca- 
tion. All readings must be taken with the elec- 
trode or electrodes more than three feet from 
any ground connection or grounded object on the 
floor. 

If the resistance changes appreciably during 
a measurement, the value observed after the volt- 
age has been applied for about five seconds shall 
be considered to be the measured value. 


TEST ELECTRODES 


Before tests are conducted, the floor must be 
clean and dry and the room free of explosive gas 
mixtures. Each test electrode has to weigh five 
pounds and have a dry, flat, circular contact area 
2 in. in diameter having a surface of aluminum 
or tin foil 0.0005 to 0.001 in. thick backed by 
a layer of rubber 4% in. thick and measuring 50 
+10 hardness as determined with a Shore Type A 
durometer.* 


A suitably calibrated ohmmeter with a nominal 
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open-circuit output voltage of 500 volts DC and a 
short-circuit current of 2.5 to 10 milliamperes is 
necessary for proper testing. Measurements are 
made at five or more locations in each room and 
the average of the readings has to be within the 
limits specified (25,000 ohms and | megohm) with 
no value greater than 5 megohms nor less than 
10,000 ohms. 


FURNITURE TESTING 


If conductive casters, tires, or leg tips are used, 
the resistance between the metallic frame of the 
furniture and a metallic plate placed under one 
supporting member but insulated from the floor 
shall not exceed 250,000 ohms, measured with an 
ohmmeter previously described. 


All rubber sheeting, and the coverings of all 
operating tables and stretcher pads and of all 
pillows and cushions are to be fabricated from 
sheeting of conductive rubber or equivalent mate- 
rial. The resistance between two electrodes placed 
not more than three feet apart on the same surface 
and also on opposite surfaces of the sheeting or 
pad assembly must not exceed 500,000 ohms when 
measured with an ohmmeter of the type described 
previously. 





*American Society for Testing Materials’ Tentative Method of Test for 
Indentation of Rubber by Means of a Durometer, ASTM Designation 
as “enh obtainable from ASTM, 1916 Race Street, Philadelphia 
3, Pa. 

















ADMINISTRATION RESPONSIBILITIES 


Elimination of static charges is dependent on 
the vigilance of administrative personnel who 
purchase, supervise, and inspect operating room 
materials. It cannot be too strongly emphasized 
that even a few unwise “precautions” are apt to 
increase the electrostatic hazard. For example: 
conductive flooring may be ineffective unless all 
personnel wear conductive shoes and unless ali 
objects in the room are electrically continuous 
with the floor. 


ROUTINE TESTING 


Conductive footwear and other personnel-to- 
floor connective devices should be tested on the 
wearer each time they are worn. Testing is done 
with an approved resistance measuring device 
having a short-circuit current not exceeding 0.5 
milliampere. The reading may be taken between 
two insulated, nonoxidizing metal plates located 
so that the wearer can stand in a normal manner 
with a foot on each, in which case the resistance 
must not exceed 1,000,000 ohms (1 megohm). 


The resistance of conductive floors and conduc- 
tive equipment must be initially tested prior to 
use. Thereafter, measurements can be taken at 
intervals of not more than one month, with a 
permanent record of the readings being kept. 





A conductive floor produces a definite shock 
hazard in the absence of an isolated electrical sys- 
tem. Accordingly, the isolating transformers must 
always be installed simultaneously with or prior 
to the installation of the conductive floor. Instal- 
lation in the opposite sequence is dangerous and 
should not be contemplated. 


O.R. Table Uses Gravity 

To Aid Heart Surgery 

An operating table using the principle of gravity to 
allow surgeons to operate on the back of the heart 
has been invented by Bernard Maisel, M.D., 
assistant professor of surgery, Cornell University, 
Ithaca, N. Y. 

After posterior thoracotomy, the surgeon can 
direct tilting of the table so the patient’s heart is 
dropped by gravity into the desired position. Posi- 
tioning may be changed gradually, until the heart 
hangs exposed and its dorsal aspect is easily seen 
and reached. The table may be tilted as much as 
45 degrees laterally or 30 degrees cephalad or 
caudad. 


Proper tilting permits dropping of the heart in 
such a way that extreme exposure of the coronary 
sinus can be obtained, according to Dr. Maisel. 
In addition there is no need for manual traction 
or traction sutures in the heart. 

















Assisted by Dorothy W. Errera, R.N. 


Q. Do the new plastic drapes present an electro- 
static hazard in the operating room? 


A. All materials accumulate an electrostatic charge 
when moved. The polyvinyl film used in surgical 
drapes is no exception. Because of its insulating 
properties and because the sterilized drape is han- 
dled by rubber gloves, the electrostatic charge that 
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accumulates during handling of the drape does not 
bleed off until the drape is placed against the 
patient’s skin. Once this is accomplished, the 
electrostatic charges are neutralized quickly, and 
further build-up is prevented by the moist condi- 
tions existing on the surgical field. 


Even though the use of the plastic drape intro- 
duces a minor and transient spark hazard, the 
benefit that accrues to the patient from its use is 
so great in comparison that the hazard does not 
merit consideration. The use of plastics for bacterial 
barriers is recognized and permitted by paragraph 
6-7, Page 21, NFPA Bulletin 56, ‘““Recommended 
Safe Practice for Hospital Operating Rooms,” 1958 
edition. 


Freshly autoclaved polyvinyl chloride contains 
much moisture and loses its insulating properties. 
It presents no hazard in the operating room. After 
being exposed to air for several hours, it gives up 
its moisture and regains its insulating property. 
Therefore, if you are concerned about the electro- 
static hazard, the problem can be solved by using 
freshly autoclaved plastic drapes. 


Q. What do you know about the flammability of 
incontinent pads? 


A. I know that it is a problem that does not exist 
since the manufacturer took the initiative follow- 















ing an unfortunate disaster in 1957, and developed 
a new pad that retards fire, and is nontoxic and 
nonirritating. 


Q. During a tonsillectomy, the vacuum bottle 
on the wall suddenly broke and showered glass 
throughout the area. No one was injured, but 
we are wondering what measures to take to pre- 
vent a recurrence. We are making the following 
changes: 


1. Use of conductive tubing from the patient 
to the bottle 


2. Use of bottles smaller than gallon-size 


3. Use of bottles constructed of wire glass 
rather than plain glass 


4. Installation of pressure regulators on each 
suction outlet. We feel that this was an implosion 
rather than an explosion, because there was no 
flash and no trace of carbon. Our suction machine 
is capable of producing 9-13 pounds vacuum per 
square inch. 


A. Your interpretation of the accident is likely 
correct. Two steps can prevent recurrence. One 
is to limit the suction developed to five inches 
of mercury; the other is to use a properly de- 
signed. bottle. Tall, cylindrical gallon bottles 











withstand this type of usage much better than 
the short, squat gallon jug. I do not believe wire 
glass bottles are necessary. You may find it worth- 
while to explore the use of polyethylene bottles; 
they may be heavy enough to withstand collapse 
under this degree of suction. 


Conductive tubing from the patient to the 
bottle has been tried by many hospitals. Sur- 
geons object to its use because it is too stiff. Per- 
sonally I do not believe it is essential because 
whenever the suction is being used, there is 
always sufficient moisture in the tubing to form a 
conductive pathway which will prevent electro- 
static discharge. 


VU. Will sterilization by ethylene oxide hydrate 
plastic drapes sufficiently to reduce static produc- 
tion, or should they be steam-sterilized routinely? 


A. Ethylene oxide sterilization is a_ relatively 
expensive, time-consuming process which has a 
very definite place in the hospital for steriliza- 
tion of non-heat-stable items. There would be 
little point to using this method for the sterili- 
zation of plastic drapes, because they withstand 
exposure to heat and in addition are sufficiently 
hydrated in the process to make them safe for 
use in the presence of combustible anesthetics. 


Q. 


If you have a room with a conductive floor 
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and furniture equipped with conductive casters 
and a person wearing nonconductive shoes enters 
the room, is the system spoiled? 


A. The person who is not connected to the con- 
ductive floor by proper shoes will build up a dan- 
gerous potential. When that person touches the 
patient who is in contact with the conductive table 
and floor, the electrons will jump from the insu- 
lated individual to the patient. The sudden dis. 
charge may cause a spark. 


The isolated person also induces a charge on 
objects about him. Should one of these be in 
marginal contact with the conductive system, the 
induced charge can be a source of a dangerous 
spark when the charged person moves away. 


Q. It is becoming difficult for our nurses to find 
slips made of cotton. The newer ones are made 
of equal parts of cotton and dacron. Can these be 
worn in the operating room? 


A. Tests were made to measure the electrical 
resistivity of uniforms made of cotton and cotton 
and dacron mixtures. The actual voltages de- 
veloped were about the same for uniforms made 
exclusively of cotton. There should be no hazards 
from the mixtures, and their use is specified in 
Section 13-6 of Bulletin 56 of the National Fire 
Protection Association, May, 1958. 
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Q. In our suite of rooms, we get different read- 
ings when testing the conductivity of the various 
floors. What explanation can you suggest for the 
variation? 


A. There may be dirt on the electrodes which 
interferes with contact, or dirt on the spot of floor 
being tested. 


Q. Can plastic airways and plastic drapes be 
used safely in an operating room in which only 
oxygen and nitrous oxide are used? Our floors 
are not grounded. 


A. It is not the gases you use that create the 
explosion hazard. The hazard accompanies the use 
of combustible anesthetic agents which form flam- 
mable mixtures with the gases - air, oxygen, or 
nitrous oxide. These anesthetic agents are typified 
by cyclopropane, divinyl ether, ethyl chloride, ethy] 
ether, or ethylene. 


The floor in your operating room is “grounded” 
during construction because of the grounded con- 
duits and water pipes. The point you need be 
concerned with is its “conductivity.” A conductive 
floor electrically connects persons and objects and 
prevents an accumulation of electrostatic charges. 
An approved floor must have a specified resistance 
to eliminate the shock hazard from accidental 
contact with improperly insulated electric cords. 
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There is no hazard to the use of plastic drapes 
in the operating room because they are handled 
by gloved individuals electrically connected with 
the conductive floor. The static electricity gen- 
erated by handling the plastic drape is bound 
and hence is not free to cause a spark as it is 
placed on the field. This complicated concept of 
physics is well explained in a film, “Fire and 
Explosion Hazards,” made by George Thomas, 
M.D., and available from Ideal Pictures in Chicago. 


Plastic airways are a hazard because they will 
isolate the patient from the conductive anesthesia 
apparatus unless precautions are taken to provide 
electrical contact between the conductive mask 
and the patient’s skin. 


Q. Our E.N.T. specialists use a telescoping lamp 
with a goose neck and a head mirror. The switch 
is removed from the lamp, and the plug is con- 
nected to an electric outlet with a locking device. 
This is 5V% feet from the floor. Even with these 
precautions, the district engineer will not pass this 
light. Can you tell me what more we must do to 
have this piece of equipment approved? 


A. The inspecting engineer is not being unduly 
critical. He is doing a whole job where you have 
done but a part. The switch and outlet on the 
lamp may have been adapted for safety, but the 








very design and structure of the lamp militate 
against its safe use in a hazardous area. The 
bulb is unprotected; it is exposed, and it is too 
hot. If it should break or be accidentally un- 
screwed, a dangerous spark would result. 


The fragile nature of the goose neck and bulb 
socket invites disaster. Portable equipment in this 
category must be of explosion-proof construction. 
This means that the bulb socket and wiring must 
be enclosed in a heavy housing that will contain 
an explosion inside itself if perchance anesthetic 
gases should gain entry. See section 5-11 of Bulletin 
56 of the National Fire Protection Association, 
“Recommended Safe Practice for Hospital Oper- 
ating Rooms.” 


Q. What is wrong with an air-conditioning unit 
that draws in black soot? 


A. If your unit is delivering air loaded with soot, 
it is very likely that the ducts and filters are dirty 
and need cleaning or replacement, or both. Ob- 
viously you are not blessed with a competent 
building maintenance man, or the question would 
not have arisen; so call in the representative of 
the company which originally installed the system. 


Q. What is a quick test to determine whether air 
coming through the air conditioner is dirty? 
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A. Take a cue from your favorite bar or restau- 
rant —tie a white nylon ribbon on the grill front- 
ing the air inlet. Dirt will become obvious. 


Q. How often should we change the filters on our 
air-conditioner? 


A. The frequency ol change depends on the 
kind used. The answer is learned from experience. 


Q. Can any detergent-germicide be used for clean- 
ing air-conditioning systems? 

A. Many germicides cause electrolysis that can 
ruin an air-conditioning system. A metacresol solu- 
tion is available which is innocuous in contact 
with air-conditioning parts. 


Q. How long should a room be aired after a 
patient with contagious disease has been housed 
in it? 

A. Bacteria such as the Pseudomonas and staphy- 
lococcus persist in room dust for many months. 
They are not affected very much by sun or air; 
hence, airing and quarantine of a room is value- 
less as a method of terminal disinfection following 
the discharge of a patient with infectious disease. 
The persistence of these bacteria and streptococci 
for as long as 14 months when preserved in dry 
floor dust has been documented. 
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Terminal disinfection of a room occupied by a 
patient with infectious disease should be accom- 
plished by the following steps: 


1. Gather the bedding and blankets into a dust- 
proof, intact hamper bag and send them to the 
laundry for processing. 


2. Submit the mattress and pillows to ethylene- 
oxide sterilization. Overstuffed furniture and the 
like can also be placed in the ethylene-oxide 
sterilizer. 


3. Spray the walls and furniture with an active 
germicide. The one used depends upon the finish. 
Several of the aryl phenolics have been found to 
be satisfactory when sprayed on the walls with an 
ordinary garden sprayer with the nozzle opened 
to deliver a coarse spray rather than a fine mist. 
Spotting of the walls is prevented by using the 
ordinary window-washer’s squeegee to remove any 
excess. 


When metal furniture has been in use, it may 
be easier to clean it with a steam cleaner. 


4. Treat floors by spilling a detergent germicide 
over the entire floor and picking up the puddle 
with a wet pick-up vacuum cleaner. In this way, 
it is very easy to disinfect a heavily inoculated 
room. 





Q. We have been discussing the value of wearing 
a cap and mask while setting up a sterile table 
which contains instruments to be used during 
deliveries. One nurse believes that wearing a cap 
and mask is not necessary, because the air itself 
contains many germs and one does not actually 
breathe on the table itself. Also, she says a mask 
loses its value after 20 minutes. She does believe, 
however, that one must wear both a cap and a mask 
while using the table during delivery. Will you 
please straighten us out? 

A. The prevention of infection is a major factor 
in any area of patient care. In the operating and 
delivery rooms, good technics of sterilization pro- 
vide a big measure of safety. 


One method of bacterial invasion, however, re- 
sists control because it is a nebulous one. This is 
air-borne contamination. Bacteria are everywhere 
—on clothing, on the floor, on furniture, on skin, 
and in the nasopharynx. They are freed by motion, 
and the air is the vehicle for their spread. Control 
of this problem is dependent upon reducing the 
number of bacteria in the environment and pre- 
venting their spread by limiting activity and erect- 
ing barriers. 


While it is true that the ordinary face mask 
loses its effectiveness after 30 minutes, it is also 
true that the mask is the only barrier we are able 


to erect between the organisms in the nasopharynx 
and the patient’s wound. Few bacteria are freed 
during quiet breathing; however, it is inconceiv- 
able that any nurse would eliminate conversation 
or expostulation from her daily grind, and the mask 
is necessary to dilute the effect. 


Hair is a notorious problem. It is loaded with 
dust, lint, and organisms, all of which are freed 
by motion. From the air, they settle on any ex- 
posed surface — sterile or otherwise. 


Q. We are having difficulty with lint in the oper- 
ating room. What suggestions do you have for 
controlling it? 


A. The control of lint from textiles used in hos- 
pitals is accomplished by applying a quarternary 
ammonium compound in the final rinse in the 
laundry. Its use in the laundry is advantageous 
because: 


1. It permits greater extraction of water. 
. It accelerates drying. 

. It prevents sticking during ironing. 

. It eliminates static. 

. Lint adheres to it. 

. It renders the textile bacteriostatic. 


. Putrefaction does not occur in soiled linen. 
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8. It prolongs the life of linen 20 percent. 


The treated linen contributes to patient safety 
by controlling the spread of lint and bacteria in 
clinical areas. 


Q. Is it safe for clerical help and auxiliary work- 
ers in the surgical suite — persons who do not enter 
the actual operating room, or help directly with 
patients — to wear clean white uniforms daily? 


A. Yes—if the uniforms are worn only in the 
operating-room suite. Whenever these persons 
leave the operating-room suite, they should change 
into their ordinary clothing to avoid contamina- 
tion of the white uniforms with bacteria picked 
up elsewhere in the hospital. 


Q. Do you believe that contaminated linen should 
be autoclaved before going to the laundry? 


A. Autoclaving linen before laundering is a messy 
procedure that results in permanent, unsightly 
stains. Contaminated linen can be treated safely 
in the laundry if a competent laundry manager 
is in charge. He has the know-how to handle the 
linen with due consideration of the textiles and 
soil. It is imperative that soiled linen be dumped 
directly into wash wheels without preliminary 
sorting. The laundry bag should be included with 
the load. 
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if laundry practices in your hospital are less 
than ideal and it is possible that organisms may 
be transmitted throughout the hospital because of 
crude laundry organization and management, you 
would do well to autoclave contaminated linen 
before letting sorting-room personnel walk through 
it. 


Q. We are using our flash autoclaves to decon- 
taminate our linen after a septic case. We auto- 
clave the linen for 10 minutes at 270°F. Then 
we place it in with regular soiled linen. With no 
vacuum, the load is wet; so we leave the linen 
in the autoclave for a few minutes. Is this wet 
linen safe to be placed with other linen? 


A. Terminal sterilization of contaminated linen 
in steam at 270° F. for 10 minutes is unneces- 
sarily destructive. If you have a good laundry, 
this linen is best and most safely handled by 
sending it directly to the laundry, there to be 
dumped directly into the wash wheel. The laun- 
dry bag follows its contents. 


A combination of soap and water at a high 
temperature and either sodium hypochlorite or 
sour or both will destroy the most resistant organ- 
isms to be encountered in the operating room. 
Water at 160° F. will almost destroy these organ- 
isms in itself. 





If, however, you feel you must persist in your 
present technic, the linen which is wet after 
autoclaving is safe for disposal into the usual 
laundry bag, because the pathogens will have 
been destroyed, along with the textiles, in the 
trip through the sterilizer. 


Q. What do you think is responsible for infections 
that appear two to three months postoperatively? 


A. I think these are caused by intermittent bac- 
teremia from thrombophlebitic foci in the lungs. 


Q. Our technic for decontamination of isolation 
rooms has been defective, and we are in the process 
of revising it. Would placing a germicidal lamp in 
the room for a prescribed period of time have any 
effect? 


A. Germicidal lamps are not effective in an iso- 
lation room because they do not destroy bacteria 
hidden in the shadow of ebjects or in particles of 
dust. There are data to show that ultraviolet radia- 
tion in clean rooms is effective, but in rooms 
occupied by patients or maintained by the usual 
housekeeping technics, it is ineffective. 








By Carl W. Walter, M.D.7 


Bacteria shed from infected patients and carriers 
settle to the floor. The organisms become airborne 
again after they are mobilized by activity or imper- 
ceptible air currents. The floor must be cleaned 
and disinfected daily in areas where infection is 
cared for or where aseptic technics are depended 
upon to prevent cross-infection.! 


All furniture must be removed to make the en- 
tire surface accessible. Trash is picked up with 
a vacuum cleaner.* Shelving, mouldings, and lamps 
are wiped with a cloth wrung dry from a solu- 
tion of a long-acting iodophor, quaternary, or 
phenolic germicide.** 


A fresh solution of detergent germicide is made 
in a clean 12-quart pail. The concentration of 
germicide or quantity used on each type of floor 
must be determined by bacteriologic experiment. 
Most germicides have inherent properties that 
interfere with their action. Thus hard water, the 
mop, dirt and debris on the floor, and the flooring 
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Disinfection of the Floor To 





Prevent Cross-Infection 





itself deplete the solution of its germicidal or 
detergent action. 


Enough germicide must be used to satisfy these 
affinities and leave a residual for germicidal effect. 
The nonvolatile iodophors, phenolics, or quater- 
naries remain active for days when properly ap- 
plied to a suitable surface. 


One quart of the detergent germicide is spilled 
in the central soiled area of the floor. A freshly 
laundered mophead is used to scrub this area 
to solubilize dried blood, pus, or soil. The re- 
mainder of the detergent germicide is then spilled 


tAssociate clinical professor of surgery, Harvard Medical School, and 
surgeon, Peter Bent Brigham Hospital, Boston. 

This work supported in part by grants from Lehn & Fink Products 
Corp., Armour and Co., Sterling-Winthrop Research Institute, and 
West Chemical Products, Inc. 


*Filter Queen and Rexair vacuum cleaners were tested. 


**A partial list of examples includes: 
—— phenolics—Tergisyl, Amphyl, O-syl (Lehn & Fink Prod- 
ucts Corp.) 
lodophors—Wescodyne (West Chemical Products, Inc.) and Virac 
(Ruson Laboratories, Inc.) 


Quaternary ammonium salts—Kleneg, Arquad S (Armour and Co.) 











As a first step in daily disinfection, all furniture is removed to 
make the entire floor accessible for cleaning. This must be done 
where infection is cared for or aseptic technics are depended 







upon to prevent cross-infection. 








Horizontal surfaces are wiped clean 
with a folded cloth impregnated 
with a solution of a long-acting 
iodophor, quaternary, or phenolic 
germicide. 







on the scrubbed area and spread to cover the 
periphery. After the entire floor is flooded, the 
film of water is removed with a wet pick-up 
vacuum cleaner. With minimal study, a pattern 
can be developed for flooding, spreading, and 
picking up that avoids walking in the wet area. 


The operating room furniture, including the 
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Left: Trash and debris are picked up with a vacuum cleaner. Cen- 
ter: A quart of detergent germicide is spilled over the most soiled 
floor area. Soil is loosened by scrubbing with a 3-inch string mop. 
Right: Balance of germicide is spilled on scrubbed area and spread 
to periphery of room. 





Slurry is removed with a wet pick-up vacuum cleaner. If this is 
begun at corridor door, the hose and the appliance remain dry. 
This final step results in a clean and bacterially safe floor. 


casters, is wiped with a cloth dampened in a 
germicide prior to returning it to the clean room. 


In large operating-room suites, a scrubbing ma- 
chine that automatically dispenses the detergent 
germicide is time-saving and convenient. A wet 
pick-up vacuum cleanert is essential to remove 
the slurry of dirt and bacteria that is loosened 
from the floor. In this way, a grossly clean and 
bacterially safe floor is attained. The bacteriolo- 
gic count on the unused surface of the floor 
12 hours after this cleaning process should be 
less than five organisms per square centimeter. 
There should be no dust. Air-borne counts should 
not exceed one bacterium per cubic foot. 

The center of the operating-room floor is 
cleansed with a mop moistened with detergent 
germicide immediately after each operation. This 
mop is kept in a flushing-rim service sink located 
in the operating room. The mop must not be 
stored submerged in used cleaning solution. The 
textile and dirt deplete the germicide, and _ bac- 
terial multiplication occurs. This results, subse- 
quently, in painting the floor with bacteria. Mops 
used in the operating room must be laundered 
daily. 


¢Pullman and Kent vacuum cleaners have been studied. 


REFERENCES: 
1. Walter, C. W., Kundsin, Ruth B.: “The Floor as a Reservoir of 
Hospital Infection,” in press, New England Journal of Medicine. 
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Utilization of the Housekeeping Department 


By the Operating-room Suite 


Hospital housekeeping and nursing service are 
two different, highly specialized departments. 
Housekeeping, a recently recognized profession in 
hospital management, is becoming more special- 
ized each day. Today, there is a trend toward 
a larger concept of services which may be pro- 
vided by the housekeeping department under the 
direction of an executive housekeeper. At the 
University of Texas M.D. Anderson Hospital, the 
housekeeping department provides a service for 
the operating rooms, a service which was organized 
by the executive housekeeper and then coor- 
dinated with the nurse in charge of the operating 
rooms. 


The hospital had been in operation approxi- 
mately two years before the administration gave 





*Executive housekeeper, The University of Texas M.D. Anderson 
Hospital, Houston 
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By Euna C. Brown, R.N.* 


consideration to the idea of the housekeeping 
department's providing its services for the operat- 
ing rooms. The operating-room personnel were 
greatly relieved to have the important job of 
maintaining clean, healthful surroundings assigned 
to specialists in that field. 


Before the housekeeping department started 
any cleaning procedures in the operating rooms, 
a survey of the area to be serviced was made. 
A tour with the nurse in charge of the operating 
rooms was necessary, and detailed notes were 
made. In making the survey, we considered four 
important factors: 


1. Needs for housekeeping services—the exact 
services to be rendered. 


2. Characteristics of building and fixtures to 
be serviced. 




























3. Procedures to be employed. 
4. Tools, supplies, and personnel required. 


In determining the exact services to be ren- 
dered, a list of the tasks and the desired frequency 
of performance was made. The task list included 
each operation that was to be employed, such as 
sweeping, mopping, buffing, and dusting. A chart 
delineating the areas of responsibility of the two 
departments was considered a “must” for harmoni- 
ous working relations. The delineation of re- 
sponsibilities charted was agreed upon by the 
executive housekeeper and the operating-room 
supervisor. Clearly defined, printed instructions, 
posted in a conspicuous place, continually remind 
each department of its responsibility and thereby 
maintain a constant level of efficiency. 


The characteristics of building and fixtures to 
be serviced were then considered. The character- 
istics, type, and number of fixtures are very im- 
portant in determining the kind of materials to 
be used and the amount of time that will be re- 
quired to complete each task. Since each physical 
plant is a unique combination of standard com- 
ponents, it necessarily follows that there are no 
standard rules to cover all physical plants. These 
unique combinations require on-the-spot decisions 
depending upon the particular combination. 





The third factor was the procedures to be em- 
ployed. All procedures must be efficient and 
economical, and should produce safe, sanitary, 
and attractive surroundings. Procedures are con- 
tingent upon the standards established and agreed 
to by the surgical service and the housekeeping de- 
partment. Experience and research are important 
in determining the methods to be employed. In 
housekeeping, as in other professional fields, 
methods and materials are ever-changing. The 
program must be flexible enough to keep abreast 
of the times without sacrificing quality and 
economy. 

Factor number four was tools, supplies, and 
personnel. After itemizing all tools and supplies 
needed, we gave thought to storage space con- 
venient to the work area. A very important point 
I would like to inject here is that unless the 
housekeeper is thoroughly familiar with the safety 
measures employed in the operating rooms, she 
should confer with the operating-room supervisor 
before obtaining or storing any equipment or 
materials. The most efficient personnel capable of 
doing a maximum amount of work in a minimum 
amount of time were then chosen. 


—————ORGANIZATION OF THE PROGRAM 


Any really effective project begins with intel- 
ligent, controlled organization. With the infor- 





mation obtained from the survey at hand, careful 
consideration was given the preparation of the 
cleaning program for the operating rooms. The 
program had to be “tailor-made” for the M.D. 
Anderson Hospital. No one plan of operation is 
suitable for all hospitals, although the basic fun- 
damentals are the same 


The three important steps considered in the 
preparation of the program were: 


1. Coordination between housekeeping and op 
erating-room schedules. 


2. Selection, training, and supervision of the 
work force. 


3 A pilot study to determine the effectiveness 
of the program. 


In coordinating the housekeeping time schedules 
with those of the operating rooms, it was essen- 
tial to confer with the operating-room supervisor 
for a mutual understanding. The utmost coopera- 
tion is necessary. It was agreed that the services 
could best be performed when there was little 
or no traffic in the area. The time schedules were 
made flexible enough to cover emergencies. In 
the beginning the frequency of each cleaning task 
was discussed and mutually agreed upon. 


In selecting the personnel, two important points 
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already mentioned were considered —the proce- 
dures to be employed and the time schedules. 
With these points in mind and the experience 
that I had acquired while organizing such a 
program in another hospital, the decision was 
made to use a team of porters for servicing the 
operating rooms. The number of workers for 
the team on a trial basis was determined by the 
number of duties and the frequency required 
for each. 

A leader and team-mates compatible with him 
were selected from the trained housekeeping per- 
sonnel. The housekeeping department has a well- 
organized training program under the direction 
of the assistant executive housekeeper. All workers 
are taught the same standard procedures; conse- 
quently, the training of the team in the basic 
fundamentals of housekeeping had been com- 
pleted and was not again necessary. Some orien- 
tation and training in the methods and procedures 
pertinent only to this new area were required. 
This training was given on the job, during the 
period of general housecleaning in the operating 
rooms, which preceded the pilot study made to 
determine the effectiveness of the program. Regu- 
lations governing the housekeeping personnel em- 
ployed in the operating rooms were coordinated 
with those governing the operating-room person- 
nel. 








Supervision of the housekeeping teams in oper- 
ating rooms merits more consideration than it 
receives in most institutions. At the M.D. Ander- 
son Hospital, all supervision and instructions to 
the housekeeping department personnel are ad- 
ministered by the executive housekeeper and her 
assistants. The operating-room supervisor notifies 
the executive housekeeper of any breaks in rou- 
tine or work not being done to her satisfaction 
by the housekeeping team. The executive house- 
keeper then decides on the corrective measures 
to be employed and issues instructions to the 
housekeeping supervisor in the operating room, 
who takes immediate action. The team has only 
one boss and feels secure in knowing that it is 
not subject to the whims of many. 


The amount of supervision which could be 
provided was a factor in tailoring the over-all 
program to fit the needs. With only the very 
minimum of supervision to be had and the house- 
keeping supervisor working under the handicap 
of having to change into aseptic clothing each 
time before entering the surgical suite, it was 
necessary to plan the program in order that work 
schedules could easily be met and regulations 
could be enforced. Clear and concise instructions 
as to when, where, and in what order the duties 
were to be performed had to be provided. When 
the assignments of each member of the team are 





pinpointed, the supervisor is aided in more ac- 
curately rating the performance of each worker 
when routine and formal inspections are made. 


Before the pilot study could be made to de- 
termine the effectiveness of the program, a general 
housecleaning and a conditioning of the floors 
for proper and efficient routine maintenance was 
done. During this housecleaning period, which 
required full time on-the-job supervision, storage 
facilities were planned and obtained. The jobs 
were outlined; the work load was evenly and 
fairly distributed among the workers, job descrip- 
tions were written, and formats to be used for 
scheduling the jobs were drawn up. Additional 
forms were drawn up to be used by the workers 
for posting the dates on which periodic cleaning 
jobs were completed. These were posted in the 
janitor’s closet, ready for use during the trial 
run. The information from these charts was used 
in the final analysis to judge the efficiency of the 
program. 

The pilot study of four weeks duration was 
made, and valuable information was recorded. 
In the first two weeks of the study, time and 
motion studies were made of each procedure to 
discover any wasted motion or extra walking. 
Industrial engineers have determined that at the 
normal work pace a worker will walk about 80 
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steps a minute or nearly three miles an hour. 
If each man in a six-man team wastes 10 minutes 
per shift, in the aggregate the team will have 
wasted an hour by walking three unnecessary 
miles. Time and motion studies aid in rearrang- 
ing, simplifying, eliminating, or combining certain 
motions in making the job easier for the worker 
and more economical for the hospital. 


The last two weeks of the study were used for 
perfecting the over-all plan. A few revisions were 
made in the set-up. The team was prepared to 
accept the changes and was trained accordingly. 
Up to this point the pilot study had been under 
the direct supervision of the executive house- 
keeper. For the last week of the study, the super- 
visor who was to be in charge of the cleaning 
services in the surgical. suite was assigned and 
oriented. 


The supervisor selected must have knowledge 
ol materials, machines, tools, processes, and tech- 
nical skills. She must be acquainted with the 
policies, agreements, regulations, safety, schedules, 
and interdepartmental relationships. A formal 
inspection was made to familiarize her with the 
entire area, which consists of 10 large operating 
rooms and 34 additional rooms of one kind or 
another. She was also versed in the regulations 
and policies governing the work team which were 
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pertinent only to those working in the surgical 
suite. The supervisor needed no introduction 
to the workers, because she had supervised them 
on other jobs. The methods or cleaning processes 
were the standard procedures used throughout 
the hospital by the housekeeping department and 
thus needed no reviewing. 


The results of the pilot study were written and 
copies presented to the operating-room supervisor 
and the administrator for their approval. The 
report of the study contained information on the 
following: the number of workers on the team 
and their time schedules; job descriptions; the 
delineation chart; the daily services, weekly serv- 
ices, and semiweekly services provided, and the 
items to be serviced. 


Long before the report and the outline of the 
new cleaning plans were completed, the operating- 
room personnel and the administrators had noted 
changes for the better; consequently, the program 
was approved as presented. This was gratifying 
to all concerned. The organization of any depart- 
ment or program can be extremely expensive 
to the institution unless good sound judgment 
is exercised throughout, from the beginning of 
the planning. 


After approval was given to continue with the 
plans, the procedures were written and made a 















part of the supervisor's work manual. All the 
verbal orders and instructions which were given 
during the organization were written into the 
record, to be used as reference, and tor future 
training purposes. 


——PREVENTION OF SPREAD OF INFECTION 


The same type of materials, equipment, and 
procedures used in other parts of the hospital are 
safe to use in the operating rooms. This state- 
ment can be made because the same high levels 
of safety and sanitation are maintained by house- 
keeping in all areas of responsibility. This pre- 
cludes the need for purchasing special materials 
for routine jobs or new assignments, such as in 
the operating rooms. 


Dr. Carl Walter recently wrote, “Hospital in- 
fections result from a contagious institution rather 
than direct contact between sick patients.”! All 
of my experiences confirm this statement, and we 
maintain a building as nearly free of contagion 
as is possible, in the line of my authority. As 
far as the housekeeping department is responsible, 
the cleanliness and appearance of the physical 
plant and its furnishings on the ground floor or 
in the basement are just as important as those 
on the fourth floor, where the operating rooms 





Environmental Sepsis’’—see references. 


are located. If the sanitation standards are main- 
tained on a high level in all parts of the building, 
there will be much less to worry about in the 
operating rooms. 


Most housekeeping departments are operated on 
a yearly budget. To operate efficiently on the 
funds allocated to the department, the staff must 
give careful consideration to materials and equip- 
ment and their place in the over-all program. As 
new and improved products are obtained, com- 
parison tests are made for their effectiveness. 


All-purpose detergents containing disinfectants 
or germicides are tested for their cleaning quali- 
ties by the housekeeping department. After their 
worth as all-purpose cleaners has been proved, 
samples are sent to the bacteriologist to test the 
germicidal efficiency of the products. They are 
tested by subjecting them to the conditions of 
their usage and in the dilutions recommended by 
the manufacturer. The cleaner recommended by 
the bacteriologist as a result of these tests is used 
until a better product is found. 


Assistance in prevention of infection is a house- 
keeping department responsibility. The detergent- 
germicide is put into use for cleaning floors and 
all other surfaces on which water or a wetting 
agent can safely be applied. In the operating rooms 
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this includes the walls and wall fixtures, all stain- 
less steel, glass partitions and cabinets, plumbing 
fixtures, office furnishings, and of course the floors. 


All housekeeping equipment is _ thoroughly 
cleaned with the detergent after use and before 
storing. Fresh mops and cleaning cloths are ob- 
tained from the laundry each day and the soiled 
ones returned to the laundry each day. An over-sup- 
ply of mops or cleaning cloths is never issued to be 
stored in the janitor’s closets to gather dust. Only 
one day’s supply is issued at a time, and it must 
be returned to the housekeeping department's 
central supply room at the end of each day. 


All equipment and supplies are checked out 
to the worker and back in again at the end ol 
the work period by the same supervisor. This 
method establishes an efficient control of materials 
and proper maintenance of equipment. 


Although the author can take no credit for hav- 
ing had any thoughts about bacteria reservoirs 
when organizing the housekeeping department and 
setting up cleaning programs, previous training 
may have had some bearing on the methods that 
were established for the M.D. Anderson Hospital. 
The methods were generally in line with those 
recommended by Dr. Walter for an efficient clean- 
ing program. Since the organization of the house- 
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keeping services for the operating rooms, we have 
given much thought and due respect to bacteria 
counts. The reports on these counts, which are 
made by the bacteriology department, are rou- 
tinely checked by the housekeeping department 
for any increase, which might be due to a slip- 
up in the housekeeping routine. 


An aid to the surgical service in the prevention 
of the spread of bacteria is the housekeeping de- 
partment’s preventive maintenance program. In 
addition to the daily cleaning of the equipment, 
a weekly service is provided. The porter assigned 
to the preventive maintenance job is specifically 
assigned on one particular day of each week to 


make a routine check-up on all equipment, for 
cleanliness and any needed repairs. 


For instance, included in this maintenance 
man’s job are the checking and cleaning of all 
parts of the wet-dry pick-up machines which are 
used for removing scrubbing and rinsing solutions 
from the floors, and also for high dusting. He 
cleans floor polishers, replacing worn bumpers 
and handle grips. Routine maintenance of the 
complicated machinery by an expert is important 
because the machines have many dirt-collecting 
parts which cannot be reached by the worker 
who uses and cleans the machines daily. 











The maintenance man washes all brushes, using 
the same detergent-germicide that is used for other 
cleaning purposes, and checks all mop units for 
cleanliness and needed repairs. Any evidence of 
abuse or poor daily maintenance by the worker 
is reported. In addition to the mops, each mop 
unit consists of a chassis on rollers, two mop 
buckets, and a mop wringer. Unless properly 
maintained each day, the rollers will collect a 
ball of mop strings, hair, lint, and so forth. The 
chassis frames and the mop wringers will collect 
residue from dirty scrub solution, dust, and lint. 
I would say that these collections are ideal reser- 
voirs for bacteria — reservoirs that are wheeled 
through many of the rooms every day. Can any- 
thing be more important than preventive main- 
tenance in preventing the spread of bacteria? 


CONDUCTIVE FLOORS 


Much has been written about conductive floors. 
First of all, what does the term conductive floor- 
ing mean to the housekeeping department? Ac- 
cording to a booklet issued by one supplier,? “a 
wide variety of conductive flooring, which dissi- 
pates static electrical charges, has been developed. 
Included are ceramic tile, terrazzo, mastic, vinyl, 
asphalt tile, linoleum, rubber, and several mag- 
nesites. . . Conductive flooring was developed to 








Preventive maintenance man checks and cleans parts of the house- 


keepi i t which cannot be reached in daily cleaning. 


eee Oey 


This is a weekly procedure. Evidence of abuse or poor daily 





maintenance is reported. 


prevent sparks, due to the discharge of static 
electricity, in hazardous locations.” 


Before planning an efficient cleaning program 
for the conductive floors, the housekeeper must 
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recognize the purpose of these floors in the 
operating rooms and the importance of maintain- 
ing them to prevent the loss of their conductivity. 
She will study the materials used in the conduc- 
tive floors she is to service and will proceed with 
the building of her floor maintenance program 
accordingly. 


The conductive floors at the M.D. Anderson 
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Team members wash and rinse walls, 
high dust with a wet-dry pick-up 
machine, and buff floor. 


Hospital are terrazzo and very easily maintained. 
During the day, the operating-room floors are 
cleaned as needed, by the operating-room order- 
lies; fresh blood is removed to prevent staining. 


The housekeeping team which works at night 
gives the floors a thorough daily cleaning. First 
the floors are dry-mopped with clean, dry mops 
which have been treated with a non-oily dust-mop 











material. All equipment is moved. After the dry 
mopping, a wet mopping is done with clean mops 
received from the laundry that day and a solu- 
tion of the detergent-germicide which was recom- 
mended by the bacteriologist as being the most 
effective. The floors are thoroughly rinsed and 
dried, using another clean mop. 


Copious amounts of scrubbing solutions are 
seldom applied to the floors for daily cleaning. 
As much of the solution as possible is picked up 
with the wet pick-up machine, immediately after 
the scrubbing. The team of workers can rinse 
the floor before the scrub solution has had a 
chance to dry on it. The floor should remain 
wet only a very few minutes after rinsing if proper 
procedures are employed. No wax or finish is used 
on the terrazzo floors. 


Special attention is paid to corners and floor 
drains. It will be a “long looked for” day for 
the housekeeper, when all rooms are made round 
or oval-shaped and I don’t mean made 
round by a collection of dirt and/or debris in the 
corners. Porters seem to have an aversion to 
corners, unless they are looking for a place to 
hide, and therefore must be reminded frequently 
that corners are to be cleaned daily. Baseboards 
are considered a part of the floor and receive 
the same treatment as the floor. 





In testing the detergent-germicides for their 
value in the cleaning program as well as their 
germicidal efficiency, their pH factor was con- 
sidered. It is common knowledge that highly 
alkaline cleaners damage all types of flooring. 
The neutral, free-rinsing synthetic detergents with 
a built-in germicide are said to leave less residue 
on the floor than the soaps, which form insulating 
films with any water hardness. Only the synthetic 
type of cleaner is used on the floors at M.D. 
Anderson Hospital. 


However, according to scientific research and 
authorities on floor maintenance, in spite of every- 
thing that can be done, in due time metallic 
salts from the water will form a film on the 
floors and act as insulators. In order to remove 
any film, visible or invisible, that may have formed, 
we use a renovator periodically to clean the floors. 
By this preventive measure we hope to avoid 
hearing the operating-room supervisor say, “Our 
Conductometer shows an insulation on the floors 
which must be caused from poor maintenance.” 


To remove the metallic salt films, the terrazzo 
floors are machine-scrubbed with copious amounts 
of the regular cleaning solutions. The wet-dry 
pick-up machine is used to remove the solution 
from the floor. The machine not only picks up 
the solution from the surface but will draw de- 
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posits of any kind from cracks or crevices. After 
the machine scrubbing, a renovator solution is 
used to dissolve any remaining stain or film. The 
treatment not only adds safety but beauty to our 
floors. 


SAFETY PROGRAM 

Last but not least is the safety program for 
the housekeeping department. The effectiveness 
of the existing safety training of operating-room 
personnel was discussed with the operating-room 
supervisor. The safety program for the house- 
keeping workers in the operating rooms was coor- 
dinated with that for the operating-room per- 
sonnel. 





The key to an effective safety program is the 
training of supervisors in responsibilities of safety. 
This enables the supervisors to effect instructions 
and discipline with respect to safe working habits 
and practices, and to recognize and eliminate 
the primary accident causes. 


The supervisor who was to be in charge of 
the housekeeping team in the operating room 
recognized the need for and value of an accident- 
prevention program. She was provided with a 
set of safety rules and regulations for both the 
operating room and the housekeeping department 
personnel. The supervisor’s safety training cov- 
ered such factors as: 
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. Determination of hazardous conditions. 


l 
2. Elimination and correction of hazards. 

3. Safety training for her team of workers. 
4. Causes of accidents, and remedial measures. 


5. Appropriate disciplinary measures for viola- 
tors of safety rules. 


The team of housekeeping workers assigned to 
the operating rooms must have safety training, 
also. The team was given basic training in safety 
when oriented for that specific job. The same 
safety rules and regulations governing the operat- 
ing-room orderlies were taught to the team during 
the time the pilot study was being made. This 
basic training was followed with the more com- 
prehensive training program, with the supervisor 
as the instructor. This program included: 


1. Need for and value of accident-prevention 
program. 


2. The individual’s responsibility for himself 
and others in safety. 


3. Hazards peculiar to the operating rooms. 


4. Safety rules and policies of the institu- 
tion. 


5. Instructions on what to do in case of an 
accident or an injury. 








A night housekeeper checks out 
keys, equipment, clean mops, 
and cloths to one of the team 


members. This is a daily pro- 


cedure. 











6. Detection and correction of hazards. 
7. Self discipline and team discipline. 


The frequent contact between the supervisor 
and the team provides a most valuable means of 
follow-up training. 


The usual follow-up on the entire plan was 
done after the revised program had been in use 
for 30 days. It was completely reviewed for its 
effectiveness by all concerned. Any weaknesses 
or omissions in procedures that were found were 
corrected. Then the corrected program was 
adopted as standard procedure. 
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The procedures, plans, tasks, and organizations 
described here are not perfect and will require 
continuing study and revision. We have, however, 
proved to ourselves that the housekeeping depart- 
ment does have a service to offer the operating 
room suite that will permit personnel in that 
department to make better use of their talents in 
their own fields of interest. 
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Combatting Drug-Resistant Organisms 


@ What is being done to treat resistant infections 
and to limit or prevent the spread of drug-resistant 
organisms, in the United States and throughout the 
world, formed the basis for the International Collo- 
quium on Resistant Infections, presented Novem- 
ber 20 and 21, 1958, in New York City under the 
auspices of the United States Committee of the 
World Medical Association and Eaton Labora- 
tories, Norwich, N.Y. 


The following abstracts give highlights of the 
discussions most pertinent to hospital personnel. 


The Hospital Environment 


Carl W. Walter, M.D., associate clinical professor 
of surgery, Harvard Medical School; and depart- 
ment of surgery, Peter Bent Brigham Hospital, 
Boston, Chairman. 


Robert Blowers, M.D., director, Public Health Lab- 
oratory, General Hospital, Middlesbrough, Eng- 
land 


...A World-Wide Problem 


H. Taylor Caswell, M.D., clinical professor of sur- 
gery, Temple University School of Medicine, Phila- 
delphia 

Valerie Hurst, Ph.D., assistant professor of micro- 
biology, University of California Medical Center, 
Berkeley 


Ruth B. Kundsin, Sc.D. resident bacteriologist, 
Peter Bent Brigham Hospital, Boston 


Clayton G. Loosli, M.D., professor of medicine and 
dean, University of Southern California School of 
Medicine, Los Angeles 


H. Rocke Robertson, M.D., professor and head, de- 
partment of surgery, University of British Colum- 
bia (Canada) Faculty of Medicine, Vancouver 


R. A. Shooter, M.D., consultant bacteriologist, St. 
Bartholomew’s Hospital, London, England 


Dr. Walter: It is the job of this panel to show that 
something can be done about the local hospital 
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infection situation and that antibiotics can be 
returned to therapeutic usefulness. 


To achieve a safe position, every hospital must 
control eight to ten factors contributing to the 
spread of infection. This is difficult, and every 
environment must be surveyed individually to 
define its contributing factors. 

Environmental spread of infection is wider and 
more subtle than is generally realized. Few people 
appreciate the subtleties of paths of communica- 
bility. Epidemiology is impotent until basic eco- 
logical data of staphylococci can be applied to the 
clinical situation. 


Where Do Pathogenic Bacteria Come From? 


Dr. Robertson: Possible bacteria may enter the hos- 
pital through a window, or in some similar way, 
but they are more likely to come from an infected 
patient. In an experiment we carried on, floors, 
walls, bed rails, and other areas of a room were 
cleaned and disinfected. A pair of “clean” patients 
were admitted, and the room cultures were prac- 
tically negative for nine days. Subsequently, a pair 
of staphylococci-infected patients were admitted, 
and there were positive cultures within 48 hours. 
I believe the wards become contaminated by being 
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occupied by people who have infections or are 
carriers of infecting organisims. 


Contamination of a Nursery 


Dr. Hurst: I believe that the personnel who con- 
taminate hospital wards actually have infections 
themselves, even though the infections may be too 
small to warrant staying off duty. In nurseries, an 
additional source of infection is the older infant 
who has been colonized. Often the common con- 
junctivitis attributed to chemical irritation is a 
staphylococcal infection. 


The infant born of a mother who is a carrier 
is also a possible source of infection. This would 
appear to be a positive source, but studies show 
that it is not a frequent one. The staphylococci 
of the newborn are those of the hospital or nursery, 
and the infant may more often be the one to 
transmit infection to the mother. 


We recently opened a new hospital in which the 
nursery was air-conditioned, less crowded, better 
staffed and thought to be ideal. But we subse- 
quently found ourselves no better off as far as 
staphylococci were concerned. 


On the morning of transfer, nose and throat 
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cultures were done on infants and personnel to 
assess the carrier state. Air cultures were being used 
as an index of contamination of the nursery air. 


The entire week prior to moving, personnel had 
worked in the new nursery setting up, but no air 
cultures had been positive. On moving day, the 
count of coagulase-positive staphylococci in the new 
nursery rose. The count in the old nursery re- 
mained exactly what it had been. This was the first 
indication of guilty infants. The second came 
as counts were obtained in various places in the 
utility rooms, nurses’ dressing room, corridors— 
each only about one-third of those in the nursery. 


Phage typing provided the most conclusive evi- 


dence. Eleven strains of staphylococci were iden- 
tified. Only three of 14 infants had one particular 
strain when transfer occurred. By the time of dis- 
charge, 12 of the 14 carried the same strain. In 
personnel nine carriers were found, but each had 
a different type and none had the type predominant 
in infants or air. 


With only three infant carriers, how could one 
account for such heavy contamination on the first 
day? The first thought was that nose and throat 
cultures were not revealing the whole picture. 
Perhaps the other 11 infants had had the same 
strain of staphylococci in other parts of their 


bodies. This subsequently proved to be exactly 
true. 


Daily nasal and cord cultures were taken. The 
cord was colonized two days prior to the nose. 
Rates of colonization have been followed on differ- 
ent areas of the body for a year. Eight different 
sites have been studied on 350 infants, and colon- 
ization has occurred in the following order: cord 
and groin—first; abdomen, axilla, rectum—next; 
and throat, eye and nose—last. The extent of colon- 
ization seems to depend on how early infants have 
contact with staphylococci. 


The important conclusion to us is that the infant 
may have skin loaded with staphylococci by the 
time it leaves the nursery. Whether or not it 
develops infection seems to depend on the strain 
carried. Some may develop infection a considerable 
time after discharge, and others may carry the 
strain indefinitely. 


Transmission from older infants to newborn is 
apparently by the indirect route of air, dust, lint, 
nursery equipment, hands of personnel, infected 
personnel (asymptomatic or otherwise). We believe 
that the latter group of personnel acquire their 
staphylococci from handling heavily contaminated 
older infants. Thus, nursery contamination can be 
alleviated by preventing the colonization of new- 
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born by blocking routes ot transmission from older 
infants. 


How Are Bacteria Spread Throughout a Hospital? 


Dr. Caswell: Colonization of nasopharyngeal and 
skin areas has indicated that contaminated hands 
can produce nasal carriers. People do handle their 
noses, and more bacteria are spread by contact 
than by droplet; larger numbers of organisms can 
be found on skin than in the nose, though the 
reason is not understood. 


Some people can be exposed and not become 
carriers. In both instances, excellent technics of 
handwashing were used. 


For example, a dressing nurse using good technic 
never wears a mask, and has not been found to 
carry coagulase-positive staphylococci anywhere 
on her body. Similarly, some laundry workers han- 
dling contaminated linen are free of staphylococci. 


The dangerous carrier is the one with clinical 
disease. Patients’ infections can be brought under 
control if the infections in personnel are con- 
trolled. Good technics of handwashing can help 
limit the development of carriers. 


Elimination of organisms from the hospital en- 
vironment must be the ultimate goal. 
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Air-borne Contamination 


Dr. Shooter: Infections in ward patients can start 
from seeding during operation, as in the case of 16 
consecutive patients with 11 types of staphylococci; 
from organisms carried. by other patients and staff; 
from organisms carired on the patient himself. 


Some staphylococci can be present and give no 
trouble, and some infections can be controlled in 
the open ward by ordinary nursing care. In one 
study, 398 patients were watched, and it was im- 
possible to correlate any infection that developed 
within 14 days with the infection related to the 
previous occupant of the bed. 


In a sepsis control program accurate recording 
of infections, assessing of corrective measures one 
at a time, and correlation of corrective measures 
with incidence of infection are all needed. 


Dr. Blowers: The relative amount of infection com- 
ing from the operating room and from the ward 
is not known. One can assume an infection was 
seeded in the operating room if deep sepsis devel- 
ops in a clean wound. Indeed, there was a fall in 
sepsis rates when hygiene in the operating room 
was improved. 


How do bacteria actually get into wound dur- 
ing surgery? The most obvious source of bacteria 














is the patient’s own skin. Even though it is well 
disinfected, all organisms cannot be destroyed. 
Swabbed skin has been cultured and _ bacteria 
classified. In 651 cases of surgery where 31 staphy- 
lococcal infections developed, six patients were 
not skin carriers preoperatively; 11 carried organ- 
isms on the skin preoperatively, but a different 
strain than that infecting the wound; two were 
skin carriers with wound organisms the same as 
on their skin, but foreign to the hosptal; and 12 
patients had skin and wound organisms which were 
the same and also identical with strains found in 
the hospital. 

Apparently, however, one must look to other 
than skin for the source of more than half of the 
infections. The surgeon’s skin is a possibility, since 
60 to 70 percent of surgeons carry staphylococci 
on their skin, no matter how thoroughly they pre- 
pare it. Gloves punctured during surgery (an es- 
timated 30 percent), and the skin about the top 
of the glove at the wrist, where it is frequently 
wet and protected with only the fabric of the gown 
sleeve, provide sources. , 

Air sampling during surgery shows that there 
is very heavy contamination of the air, especially 
with the “general fuss” incidental to beginning a 
case. Surgery starts before these counts have had 
time to fall, and the patient’s wound is exposed 
to a prodigious number of organisms. 





Exhaust fans in surgery will suck air in from 
wards and corridors; when filtered air is used to 
ventilate, with the flow from the operating room to 
corridor, air counts are lower. Even under the 
latter circumstances, however, aerial contamination 
is still high. 


Where do organisms come from in a room with 
properly filtered and sterile air? From the noses 
and throats of people during talking and breath- 
ing? Probably organisms come more often from 
the skin of carriers, particularly if they are shed- 
ding. Street clothing, too, is loaded with organisms. 
Surgical gowns worn over street clothes make very 
little difference in this scatter. Skin carriers shed 
many organisms even through clean operating 
room clothes. 


Two pieces of equipment contribute to air con- 
tamination in the operating room: blankets and 
electric suction machines. Organisms are freed 
from the former into the air as patients are covered 
and uncovered. In the latter instance, very often 
the fluid in the collection bottle is contaminated, 
and the exhaust air coming from that bottle will 
be similarly contaminated. 


Dr. Loosli: Contamination of bedding with bacteria 
from skin, nose and throat, and gastrointestinal 
tract comes from both well and sick individuals. 
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Naturally, the “nasal dispersers” and those with 
skin infections contaminate to a higher degree. 


Bacteria from dried secretions are dispersed into 
the atmosphere whenever clothes are changed or 
linen on the bed removed. As a result, handling 
and sorting of soiled hospital linen results in a 
great increase in the number of organisms in the 
air, Additionally, when soiled linen is placed in 
the hospital laundry chutes, the updraft of ai 
carries liberated organisms with it and disseminates 
them through the corridors. Even in the hospital 
laundries themselves, clean washed-and-ironed bed- 
ding may become recontaminated wtih air-borne 
organisms liberated at the time of sorting. Re 
evaluation of hospital laundry procedures, con- 
struction, and ventilation control are certainly 
necessary. 


How Can the Spread Be Stopped and 

the Reservoirs Be Eliminated? 

Dr. Robertson: Every possible effort can be made 
to isolate the infected patient, maintaining a regu 
lar quality of nursing care. Dust must be controlled; 
laundry from all patients must be handled with 
care; all material used by infected patients must 
be handled as well as possible. We can also cut 
down on the amount of contamination a patient 
spreads by limiting his travels. 
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Dr. Shooter: One cannot effectively isolate all pa- 
tients, and it is not positive that the patient with 
infection is the only one needing isolation. Par- 
ticular attention should be given to people who 
are thought to be spreaders of epidemic staphylo- 
cocci, and they should be isolated. 


Dr. Caswell: This is a difficult problem, and the 
answer is not known, Certainly, patients with severe 
degrees of infection—especially staphylococcal re- 
spiratory disease and extensive cutaneous disease— 
should be isolated. 


Dr. Walter: Hospital design is inadequate to the 
task. Hospitals cannot provide facilities for this 
type of care. 


Dr. Caswell: That is a good point. Actually, the 
small hospitals are better off than the large ones 
in this respect. Architects should pay particular at- 
tention to this need in current and future planning. 


Dr. Hurst: In the nursery, control depends on how 
much money the administrator has to spend for 
nurseries especially designed to cut down oppor- 
tunities for transmission of infection. 


Eliminating the pooling of infants of different 
ages in one area will help. Individual cubicles 
would be good. Perhaps an isolette type of unit 
for every baby so that he may be kept in his own 
environment may be developed one day. We might 





also use air locks to separate inlants from the rest 
of the hospital environment. More use may also 
be made of rooming-in units, though not as pres 
ently constructed. Today, they serve psychological 
purposes rather than epidemiological ones. 


Perhaps the administrator must be reminded 
that while the cost of providing this type of care 
is high, the cost borne by a parent when an infant 
takes home staphylococci and circulates them 
throughout a family may go on for several years. 


Dr. Robertson: It is common for patients to go 
home and infect their families for years after. In 
trying to break the cycle it is not enough to clean 
up the nasopharynx and skin; one must go into the 
home and clean mattresses, pillows, bedding. Bath 
tubs, wash basins, toilet seats must be disinfected. 
A complete job is essential if the cycle is to be 
broken. 


Dr. Walter: We may be on the verge of a major 
public health problem. In one study, infection 
throughout a community has been traced to baby 
sitters, pre-school nurseries, and a community laun- 
derette. 


Dr. Shooter: We, too, have seen spread to the com- 
munity. 


Dr. Walter: Caring for the patient in surgery or 
hospital today means taking the responsibility for 


Dr. H. Rocke Robertson, professor and head, Department of Surgery, 
University of British Columbia Faculty of Medicine, Vancouver, 
shares views on bacterial contamination of the environment with 
Dr. Valerie Hurst, assistant of microbiology, University of Cali- 
fornia Medical Center, Berkeley. 


following the patient home to protect his family 
and community. 


Dr. Caswell: I do not believe many people are con- 
scious of the severity of this problem. In one study, 
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25 percent of families of patients discharged with 
staphylococcal infection were found with staphy- 
lococcal cutaneous disease. In 1958, this figure rose 
to about 40 percent. There is no longer a “hospital 
strain” of staphylococci; it has become a “commu 
nity strain.” 


Dr. Walter: What is to be done with the surgeon 
who has a boil? 


Dr. Caswell: | feel strongly that he should remain 
away from the hospital. If he can be reached in no 
other way, he should be impressed with the fact 
that he is liable for damages if a lawyer can trace 
any patient's infection to his lesion 


Dr. Walter: How are we to handle these staft prob 
lems and elicit cooperation from administration? 


Dr. Caswell: The answer to this depends on money 
again. Personnel with infections are not likely to 
stay off duty if their income is threatened. Some 
provision must be made to cover them with com 
pensation or similar plan. The surgeon, of course, 
will lose considerable income, but it could be 
negligible compared to the potential loss from a 
legal action. 


Dr. Walter: Would you think it extreme to com 


pare an active staphylococcal lesion to an open 
chancre, or a case of tuberculosis or typhoid? 
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Dr. Loosli: | think this is going woo tar. We are 
more careful with our treatment of boils than 
chancres. 


The patient with a staphylococcal lesion is a 
potential hazard. Persona] hygiene is a must for 
everybody, since hands are constantly in touch with 
pathogenic organisms. Bacteria will survive for 
months on the hands without dying out. Everyone 
concerned with hospital activities must practice 
good hand hygiene. 


Dr. Walter: Ventilation in many hospitals is estab- 
lished only. as a whim, or for personal comfort. 
Under these circumstances, how are we to control 
the airborne transmission of dust and organisms? 


Dr. Blowers: The first thing to do is prevent scatter 
of organisms into the air. Four points are pertinent: 


-The banishment of personnel with active 
staphylococcal infection from the operating 
room 
Daily bathing or showering by everyone before 
beginning work in the operating room 
—Elimination of blankets and street clothing 
from the operating room 


—Drastic reductions in the amount of activity in 
the operating room during surgery. 


In one situation we counted 60 to 70 separate 





Shown discussing ways and means of meeting the problem of 
resistant infections are. |. to r., Dr. Ernst Fromm, chief director of 
laboratories, State Hospital, Hamburg, Germany; Dr. Robert 
Blowers, director, Public Health Laboratory, General Hospital, 
Middlesbrough, England; Dr. R. A. Shooter, consultant bacteriolo- 
gist, St. Bartholomew's Hospital, London; Dr. W. B. Stillman, 


operating room entrances and exits during an hour, 
and only a few of these could be actually justified. 
There is too much needless motion in every operat- 
ing room. We need a large “sense of surgical con- 
science” to meet some of these requirements. 


Too many ventilating systems merely blow air in 
and around to dilute bacteria. Ideally, air should 


director of research, Eaton Laboratories; Dr. Louis H. Bauer, sec- 
retary-general of the World Medical A jation; Dr. Andreas 
Palmlov, assistant surgeon, St. Erik’s Hospital, Stockholm; Dr. 
Louis A. Sanjurjo, professor of urology and chief of section, School 
of Medicine, University of Puerto Rico; and Dr. Jean Auvert, chief 
of surgical laboratories, Necker Hospital, Paris. 





be blown in at the top of the surgery, and be 
pushed out by downward displacement. Air counts 
with this system would be about one-fifth of the 
average. 

Dr. Kundsin: Hopitals also need trained cleaning 
crews, and personnel must recognize the need for 
allowing these crews time to do their jobs. 
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Dr. Caswell: How can you carry out your technic of 
floor care throughout a hospital without creating 
chaos? 


Dr. Walter: In the operating room, delivery room 
and nursery, this is a daily chore; on the wards it 
occurs weekly. 

Cleaning times on wards are assigned to specially 
trained crews. One man goes through a corridor 
with a dispensing and scrubbing machine; he is 
followed immediately behind by another man with 
a wet pick-up vacuum. The corridor or room is not 
out of use any longer than usual. 


Q. What do you recommend for cleaning floors 
this way? 


Dr. Walter: I do not think it makes any difference 
what detergent-germicide is used, provided one 
recognizes that all are surfactants, and there has to 
be enough germicide to take care of both the sur- 


face and the dust. Concentration is important, but 
one can use a very dilute solution to spare floor 
surfaces by having a large enough volume to pro- 
vide adequate concentration. 

With all the discussion for providing a hygienic 
environment, some criteria need to be established. 
I would suggest the following as a guide: 

—Floor Counts: 
Operating Room 
Ward 

—Air Counts: 
Operating Room 
Ward 

—Bed Rails 

—Soap 

—Bedside Water 

—Bedding 


0-5 sq. cm. 
5-10 sq. cm. 


5-10 cu. ft. 

10-20 cu. ft. 

5-10 sq. cm. 

Sterile 

Sterile 

2 mm. zone of inhibition 





Do Workmen's Compensation Laws 
Cover Employees Staph Infections? 


By Gerald Blank* 


The information that hospital employees in British 
Columbia may obtain workmen’s compensation 
benefits if they develop staphylococcal infections 
(see accompanying article by Dr. Naden) led HOS- 
PITAL TOPICS to check whether compensation 
laws in the various states cover hospital-acquired 
infections. The following article is the result of 
our mail survey.—THE EDITORS. 


e@ An important factor in the control of staphylo- 
coccal infections is the efficiency of the system of 
reporting such infections in both patients and em- 
ployees. Adminstrators, physicians, and nurses have 


*Associate consultant, John G. Steinle and Associates, Garden City, 
New York. 


pointed out that employees may be reluctant to 
report infections in themselves because they fear 
that they will lose their jobs or at least be forced 
to stay off work for a long period. 


If an employee knew that he would be eligible 
for workmen’s compensation benefits for a staphylo- 
coccal infection acquired as a result of his employ- 
ment, would he be more likely to report an infec- 
tion promptly and thus aid the hospital in its 
infection control program? 


Experience in British Columbia, which made 
Staphylococcus aureus infection compensable as an 
industrial disease in 1954, would seem to indicate 
that this is true. 








To find out, then, to what extent the workmen’s 
compensation laws of the various states cover sta- 
phylococcal infections, we queried the workmen’s 
compensation administration officials of all the 
states, Puerto Rico, and the District of Columbia. 
Answers were received from all but six states and 
Puerto Rico. 


The replies, which have been tabulated in the 
accompanying table, indicate that officials in 20 
states feel that staphylococcal infections in hos- 
pital employees would be covered under the acts in 
their states, and officials in four more states believe 
that the laws might be interpreted to cover these 
infections. 


it must be emphasized that the classification of 
the responses into the four categories of the table 
reflects a necessarily subjective evaluation based 
upon a careful study of the responses, virtually 
none of which included a flat and unequivocal 
statement. 


Almost all the persons replying gave their opini- 
ons with reservations of one sort or another—chiefly, 
it seems, because staphylococcal infection is still re- 
garded as such a relatively new phenomenon that 
specific cases are lacking from which firm conclu- 
sions may be drawn. The opinion given was fre- 
quently based on the personal assumption of the 
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writer as to how the governing statute would be 
likely to be interpreted. 


Thus, Jack Cummard, chairman, the Industrial 
Commission of Arizona, a state listed in the column 
headed “Covered,” notes that compensable occu- 
pational diseases listed in his state’s workmen’s 
compensation act do not include such infections. 


However, he adds: “Should an employee during 
the course of his employment have an injury which 
can be described as a particular accident while on 
the job and should a staphylococcus infection result 
from that injury, then treatment would be afforded 
through the Workmen’s Compensation Act and in 
this instance it would be considered as compens- 
able.” 


S. W. MacDonald, chairman, Department of In- 
dustrial Relations, California, observes: “Staphylo- 
coccus infections are treated no differently than 
other occupational diseases, noting, of course, that 
the employee must show exposure to the disease.” 


In the District of Columbia, according to Theo- 
dore Britton, deputy commissioner, U. S. Depart- 
ment of Labor, “each case is considered on its own 
merits, depending on the circumstances. . . . If, 
however, it was shown by medical and factual in- 
formation that an employee came in contact with 
infection as a result of his employment, the case 
might be compensable.” 











Jurisdiction 
Alabama __.. 
Alaska _.. 


Colorado 
Connecticut —_... 
Delaware _...._ X 
Dist. of 

Columbia _. X 
pee 
Georgia __.._.. 
Hawaii __ 
Idaho 
Illinois 





Indiana —. ‘ia 
ae 
Kansas 
Kentucky _._. 
lovisiana _... 
EE 
Maryland ___. 
Massachusetts _ X 
Michigan __.... x 
Minnesota 


Mississippi x 


Missouri —._ x 





Perhaps 


STAPHYLOCOCCUS INFECTIONS AMONG HOSPITAL EMPLOYEES 
COVERAGE BY WORKMEN’S COMPENSATION LAWS 


Not 


Covered Covered Covered 


x 
x 


No 
Opinion 
Given 


No Reply 
As Of 
April 1, 1959 


Perhaps 
Jurisdiction Covered Covered 
Montana 
Nebraska : xX 
Nevada _..___. x 
New Hampshire 
New Jersey __. x 
New Mexico __ 
New York __... x 
North Carolina x 
North Dakota 
Ohio x 
Oklahoma 
Gee: a... @& 
Pennsylvania « 
Puerto Rico __- 


Rhode Island x 
South Carolina 
South Dakota 
Tennessee 

_ x 
Utah 

Vermont 

Virginia __. x 
Washington 

West Virginia .. 
Wisconsin _... _ X 
Wyoming —__.... 


TOTALS 20 a 


Not 
Covered 





No No Reply 
Opinion As Of 
Given April 1, 1959 
x 


x 
x 
x 
x 
x 
x 
x 
W 7 





Zolton A. Ferency, director, Workmen's Compen- 
sation Department, Michigan, believes that staph 
infections, “if they can be shown to be the result 
of causes and conditions of the particular employ- 
ment and cause disability, would be compensable.” 


R. G. Knutson, chairman, Industrial Commission, 
Wisconsin, writes: “While I do not offhand recall 
a specific claim having been allowed involving 
staphylococcal infection, I do know that compensa- 
tion has been awarded for infectious diseases or 
disabilities where the hospital has been held re- 
sponsible for compensation.” 


New Jersey is one of the states listed in the 
“Perhaps Covered” column. Henry A. Brodkin, 
M.D., chief medical director of that state’s Depart- 
ment of Labor and Industry, writes: 


“Most people with staphylococcus infection come 
into the hospital after having gotten the infection 
outside the hospital. However, I can understand 
where a nurse or orderly changing dressings of a 
patient with a staphylococcus infection can suc- 
cumb to an infection of his hands because of a 
direct contamination. So far we have not had 
any such case.” 


J. W. Bean, chairman, North Carolina Industrial 
Commission, says that staph “is not classified as an 


occupational disease under the . . . Act, but there 
might be certain occasions in which an employee 
would contract the disease and where it would 
be compensable under our law.” 


Leo H. Houtz, member, Industrial Accident 
Board, Idaho, says, “In (the) event a_ hospital 
employee should become a victim of this infection 
... the Board would be inclined to make an award 
on the basis of accidental disease” — even though 
staph infection is not included in Idaho’s schedule 
of compensable occupational diseases. 


Answers from the officials in the 10 states listed 
in the “Not Covered” category were, for the most 
part, the least ambiguous. Generally the respond- 
ents stated flatly that the state’s laws did not list 
staph infection as an occupational disease. Edward 
Laseter, Jr., chief, Workmen’s Compensation Divi- 
sion, Alabama, reports: “We find no record of a 
staphylococcus infection being ruled as a com- 
pensable claim under this law.” 


Adelard E. Cote, labor commissioner, New 
Hampshire, observes that his state’s law does not 
list staphylococcal infection as an occupational di- 
sease and that the law “has not been interpreted 
as including staph.” 





























Hospital Infections Covered 






In British Columbia Since 1954 


By J. R. Naden, M.D.* 


@ Hospital employees who develop Staphylococcus 
aureus infections have been eligible to receive work- 
men’s compensation payments in British Columbia 
since December 1, 1954. 


The British Columbia Workmen’s Compensation 
Act allows for the acceptance of claims under two 
categories: (1) Accidents and (2) Industrial Dis- 
eases. The act has a schedule attached, in which 
are listed a number of industrial diseases made 
such by the legislature of the Province of British 
Columbia. In addition to those industrial diseases, 
the Workmen’s Compensation Board has authority 
to list any other industrial disease. 


In 1954, by Board resolution, Staphylococcus 


*Chief Medical Officer, Workmen’s Compensation Board, Vancouver, 
B.C., Canada. 


aureus infection in the hospital category was sched- 
uled as an industrial disease. 


Prior to issuance of the resolution the Board 
held a public hearing to which were invited all 
groups interested in the problem of hospital infec- 
tion: hospital administrators, hospital employees, 
nurses, including the Registered Nurses’ Associa- 
tion, and members of the Departments of Health 
of the Province and the City, as well as members 
of the staff of the Board. 


Under the listings in the Schedule of Industrial 
Diseases, there are as follows: (1) effective date; 
(2) description of disease, and (3) description of 
process or industry. In the description of the 
“process or industry” there is a limitation of the 
application of the disease as outlined in the sched- 
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ule. The following is an extract from the Schedule 
of Industrial Disease: 


“Effective date — December 1, 1954, 


Januuary 1, 1958 


Description of Disease — Infection by Stap/ry- 
lococcus aureus. 


Description of Process or Industry — Any em- 
ployment under Part | of the Act where there 
is contact with Staphylococcus aureus or 
Staphylococcus aureus-infected material: 


(1) In a hospital, private hospital, nursing 
home, sanitorium, clinic, any branch of the 
Victorian Order of Nurses, or in any office or 
establishment for the practice of any of the 
healing arts or sciences; or 


(2) In any prison hospital unit of the Prov- 
ince of British Columbia; or 


performed by a social welfare worker employed 
by the Province of British Columbia or by 
any municipality is of a nature and kind 
usually performed by any such public health 
unit; or 


(5) In the British Columbia Medical Re- 
search Institute; or 


(6) In the Department of Bacteriology of the 
University of British Columbia; or 


(7) In any employment for the Canadian 
Arthritis and Rheumatism Society (British 
Columbia Division); or 


(8) In any employment engaged in by any 
person registered and in good standing as a 
member of the Registered Nurses’ Association 
of British Columbia under the ‘Registered 
Nurses Act’ and for whom optional protection 





or independent operator protection has been 
purchased under the ‘Workmen’s Compensa- 
tion Act’ of British Columbia.” 


(3) In a public health unit of: 











(a) the Government of the Province of Brit- 
ish Columbia; or 





(b) the University of British Columbia; or The amendment, effective January 1, 1958, added 
‘ to the employments covered. 


(c) any municipality; or P ‘ re : 
ip ep tiiest Sued Certain regulations for administration were set 
any oard; or 


up by the Workmen’s Compensation Board follow- 
(4) Ina place of employment where the work ing the scheduling of “ Staphylococcus aureus infec- 


240 








tion,” including these: “The terms Staphylococcus 
pyogenes, Micrococcus pyogenes, and Staphyl- 
lococcus haemolyticus are to be accepted as synony- 
mous with Staphylococcus aureus on the under- 
standing that in cases of doubt the coagulase 
reaction of the strain isolated should have been 
found in a reputable laboratory.” 

“Laboratory reports on alleged staphylococcal 
infection should specify whether staphylococci are 
present in small numbers, or as the predominant 
organism, or in pure culture.” 

In the practical application and the administra- 
tion of claims presented with a diagnosis of 
Staphylococcus aureus infection, it has been obliga- 
tory that the diagnosis be substantiated by culture. 
The confirmation of the diagnosis by culture has 
been a problem throughout, in that doctors who 
were seeing only an occasional case of Staphy- 
lococcus aureus infection insisted that a diagnosis 
of Staphylococcus aureus infection could be made 
on the basis of the history and the clinical findings. 
This has not been accepted as a confirmation of 
the diagnosis. 


Our statistical department has provided the fol- 
lowing figures with reference to claims on which 
the first payments of time loss for Staphylococcus 
aureus infections were made in 1956, 1957, and 
1958: 


1956 — 406 
1957 — 351 
1958 — 240 


Infections in the same individual, following an 
acceptable claim, which occurs within three months 
of the closing of the previous claim, have been 
arbitrarily accepted as recurrences of the previous 
infection and have not been entered as new claims. 
For practical reasons, attempts have not been made, 
following the termination of a claim, to prove 
that the patient has had negative nose and throat 
cultures. 

The decrease in the number of applications, as 
well as the number of accepted claims over the 
three-year period, would indicate the efficiency of 
the control of infections, particularly in the metro- 
politan hospitals in the Greater Vancouver area, 
and very marked improvement in housekeeping 
and communicable disease control technics. 


Since the acceptance of Staphylococcus aureus 
cases within the hospital group, it has been our 
impression that hidden infections have been re- 
ported with much greater frequency, because the 
claimants realize that they will receive medical care 
and time-loss compensation during treatment and 
the resulting period of unemployment. This in- 
creased frequency of reporting has been an im- 
portant factor in the control of infections. 
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Charting Infection Sources 
Important in Staph Control 


6th Annual Symposium on Antibiotics, Washington, D. C. 


@ The following panel discussion 
recognizes the problem of staphy- 
lococcal infection as one concerning 
the community and all departments 
of a hospital —surgery as well as 
general patient care. The TOPICS 
editors felt that operating-room 
nurses, as well-informed members 
of a hospital and civic community, 
would be interested in the summary 
aspects of staph as discussed below. 


Panel Discussion 


Robert I. Wise, M.D., Jefferson 
Medical College, Philadelphia, 
Moderator 


Chester W. Howe, M.D., Boston 
University School of Medicine 


George G. Jackson, M.D., Uni- 
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versity of Illinois College of Medi- 
cine, Chicago 


J. Vernon Knight, M.D., Vander- 
bilt University School of Medicine 
and Hospital, Nashville, Tenn. 


Dr. Priscilla Rountree, Royal 
Prince Alfred Hospital, Sydney, 
Australia 


Thomas E. Shaffer, M.D., Ohio 
State University College of Medi- 
cine, and Children’s Hospital, Co- 
lumbus 

Carl W. Walter, M.D., Peter Bent 
Brigham Hospital, and Department 
of Surgery, Harvard Medical 
School, Boston 


Dr. Rountree: The problem of 
staphylococcal infection is only be- 


ginning in America. Australia has 
about a 2-year start in dealing with 
its staphylococcal infection prob- 
lem; the course of development in 
the United States can be compared. 


Hospital strains of organisms are 
now spreading to the community 
and measures of control will have 
to include this consideration. 


Physicians must remember that 
staphylococcal disease is an infec- 
tious process and as such warrants 
isolation. A case of typhoid would 
not be tolerated on an open medi- 
cal ward, yet patients with wounds 
exuding large numbers of staphyl- 
ococci are not only bedded in open 
wards but allowed to wander freely, 
shedding their organisms every- 
where they go. 

Dr. Knight: It is estimated that 
40 to 60 percent of the general pop- 
ulation harbor a strain of coagu- 















zat 







































































= 
_ 
= 
= 
= 


lase-positive staphylococci in their 
noses and on their skin and, in ad- 
dition, carry the same staphylococci 
widely distributed on their body 
surfaces. Operation of a hospital 
would be impossible if 50 percent 
of the population in any one area 
had to be eliminated. 


Dr. Jackson: Identification of the 
carrier should be made first, then 
a program developed to block 
spread from the carrier to the en- 
vironment. It should be remem- 
bered that carriers with respir- 
atory infections harbor larger 
numbers of staphylococci than car- 
riers without infections. 


The persistence of a particular 
strain is variable. About two-thirds 
of the carriers exchange their 
strains with those in the communi- 
ty and do not maintain any one 
strain over a long period. 


Dr. Wise: The most dangerous 
carriers in a nursery are those with 
active infection. It is not difficult 
to correlate an outbreak of infec- 


tion in a nursery with a doctor or 
nurse who has an infection on some 
part of the body. 


It is all well and good to talk of 
identifying carriers but few hospi- 
tals are equipped for elaborate 
phage typing. Indeed, with one 
man-hour needed to type two cul- 
tures, most hospitals are months 
behind in their surveys. One is 
hesitant to fire carriers from the 
hospital because they will only be 
replaced in a short period of time 
by other carriers. 


Dr. Howe: There is no point in 
categorically firing carriers of phage 
type 80-81 if there is no outbreak 
of infection in the hospital. 


Dr. Rountree: The whole idea of 
removing carriers from the hospital 
and replacing them with other per- 
sonnel is a waste of time as long 
as the hospital is a dirty place in 
which to work. 


A guide to determine the haz- 
ardous carrier is to consider any- 
one with a history of recent lesions 





as dangerous. In my experience, 
nasal carriers of type 80 almost al- 
ways have had a recent infection. 
Eighty percent of the carriers on 
one nursing staff had such a his- 
tory. 


Dr. Wise: It is important to school 
the carrier to control himself and 
his distribution of organisms. Per- 
sonnel with recurrent skin infec- 
tion must, themselves, help insti- 
tute programs of good hygiene to 
correct the vicious cycle of infection 
and re-infection. This program 
should include bathing with germi- 
cidal agents four to six times daily; 
cleaning infected areas four to six 
times daily; erecting waterproof 
barriers around infection; protect- 
ing mattresses and pillows with 
covers that can withstand frequent 
laundering; daily changing and 
prompt laundering of soiled linen, 
pajamas, underclothing, and simi- 
lar items. 


Dr. Rountree: Nasal ointments 
containing a mixture of antibiotics 
are of some use in providing a 
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chemical barrier between carriers 
and the general population. Anti- 
biotics that are never administered 
parenterally or used for general 
therapy should be chosen and two 
such antibiotics should be used in 
combination to eliminate the pos- 
sibility of resistant mutants devel- 
oping. Experience shows that this 
treatment, if conscientiously ap- 
plied, will reduce the staphylococci 
in the anterior nares of 80 percent 
of the people treated. 


Some carriers, however, cannot 
be cured and in others, recoloniza- 
tion occurs. In the latter instance, 
it appears that people who have 
contaminated their environments 
will continue to pick up organisms. 
These nasal carriers cannot be con- 
trolled the immediate en- 
vironment is rid of infecting 


unless 


material. 

Dr. Shaffer: Nurseries are not and 
never will be ideally safe for babies. 
In the first week of life suscepti- 
bility to infection is high. If babies 
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could be sent home after the first 
24 hours, they would be better off. 
Babies, by nature of size, invite 
crowding in a nursery; colonization 
and infection are swift. 


Dr. Jackson: It is a mistake to 
speak of the ubiquitous staphylo- 
cocci. Every isolate represents a 
separate strain getting in and out 
of the community. Some strains 
have increased virulence. Some pro- 
duce specific pathologic lesions. 


Understanding of the ecology of 
staphylococci in the community has 
been slow and incomplete but in- 
creased understanding is coming 
with the development of technics 
for identifying and _ following 
strains in a community. Little data 
is available on the susceptibility of 
the host but there are indications 
that this susceptibility is related to 
exposure and general health. 


Data is suggesting a cycle of five 
years for ingress and egress of 
bacteria. Peak incidence appears to 


vary. The role of seasonal varia- 
tions in staphylococcic infection 
still remains a question. There may 
also be a variation in the prepon- 
derance of the type for certain le- 
sions as evidenced by the disap- 
pearance of staphylococcal enteritis 
which was a problem until 1955. 


Nasal colonization occurs prior 
to clinical infection and there is 
a prolonged latent period between 
hospitalization and manifestation 
of infection. It is- mandatory to 
keep up surveillance in a commu- 
nity between recently discharged 
postpartum mothers and their ba- 
bies — either by questionnaire or by 
telephone. 

After infection of the baby, there 
is a tendency for the organisms to 
spread within the family. Three to 
six months after discharge, 75 per- 
cent of mothers investigated carried 
an epidemic strain of staphylococci 
with lesions. Fathers were colonized 
to a lesser degree but lesions were 
found in some. 

















The community becomes seeded 
by hospital epidemics, but mothers 
are not the source of epidemics. 
Hospital personnel are infected 
from patients. The close contact of 
nurses with babies is ideal for 
spread and sadly, certain nonpro- 
fessional personnel are not con- 
vinced of the benefits to be gained 
from using good technics. 


Some benefit in detecting car- 
riers of epidemic strains is gained 
by culturing personnel before as- 
signment to nursery floors and 
again after a month of work. Car- 
riers of epidemic strains should be 
refused employment and existing 
personnel who become colonized 
should be reassigned. One measure 
which should be rigidly enforced 
to prevent contamination of the en- 
vironment by colonized babies is 
frequent washing to prevent the 
airborne spread of dry vernix. 


ENVIRONMENTAL ASPECTS OF 
STAPHYLOCOCCAL DISEASE. 

U. S$. Department of Health, Education 
and Welfare, Public Health Service. 


Washington, D.C.: United States Govern- 
ment Printing Office, 1959. Publication 
No. 646. 289 pp. 

This publication contains selected 
reprints and appendices offering 
additional readings, training aids, 
and sources of assistance for con- 
trolling staphylococcal disease in 
the hospital environment. 

Better air chute design, revision 
in chuting of contaminated mate- 
rials, and sanitary surveys of water 
supply, plumbing, heating, and 
housekeeping are emphasized for 
consideration during construction. 

Sections appear on water supply 
and liquid waste disposal as well 
as solid waste storage, collection, 
and disposal. 


Air contamination control and 
dust suppression are discussed in- 
cluding material on air condition- 
ing the hospital, survival of bac- 
teria in dust, and recent studies on 
control of dust-borne bacteria by 
treating floors and bed clothing 
with oil. 


There is a discussion on linen 


and blanket supply and _ hospital 
laundry procedures in their con- 
nection with “staph.” Disinfection 
and sterilization procedures, in- 
cluding chemical and surface dis- 
infection, ethylene-oxide steriliza- 
tion in ophthalmology, and use of 
beta propiolactone vapor as a disin- 
fectant, are related. 

Under a general classification, 
there are articles on nosocomial in- 
fections, prevention of infection in 
surgical wounds, three ways to fight 
infection—reduction of number of 
organisms, restriction of use of anti- 
biotics, and modification of pa- 
tients’ resistance — and hygiene 
and education within the hospital 
to prevent staphylococcal infec- 
tions. 


Designed as a guide and refer- 
ence for developing effective train- 
ing programs, this book serves stu- 
dents, hospital staff, and public 
health workers as well as engineers, 
sanitarians, and other personnel 
concerned with staph and its en- 
vironment. 
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Prevention of Infections 


(Report on a session on “Prevention of Infections 
in Hospitals,” held during the annual convention 
of the American Hospital Association, New York 
City, August 24-27.) 


One unresolved issue in the problem of staphylococ- 
cal hospital infections, according to Alexander D. 
Langmuir, M.D., is: How important is the infected 
person compared to inanimate environmental fac- 
tors? 

“In favor of the infected person being a very im- 
portant factor, the evidence is convincingly real,” 
declared Dr. Langmuir, chief, epidemiology branch, 
Communicable Disease Center, U.S. Public Health 
Service, Atlanta, Ga. “Same phage type infections 
are found in individuals associated with an in- 
fected person. Patients around a case of pyoderma 
soon develop sepsis. 

“How important is the environment, and how 
far should the hospital go in sterilizing things? 
To date the evidence of environmental infectivity 
is very impressive. How important air is, or dust 
on the floor, has yet to be determined with defini- 
tive evidence, but the fact that it is important 
is incontrovertible.” 


The work of hospital infection committees is 
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crippled by a lack of facts, Dr. Langmuir said. 


“Good reporting is badly needed to compute 
the extent of a hospital’s infectivity. In modern 
obstetrical practice, one-half or more of all infants 
discharged develop infections after discharge. The 
infection usually spreads to other members of the 
family. Fortunately, the spread from family to 
family appears to be unlikely. 


“The problem was acute in 1955. It has increased 
substantially since, and there are no signs to suggest 
that it has been reduced,” Dr. Langmuir added. 


“Staphylococcal infection may turn out to be 
more lethal than scarlet fever or diphtheria, and 
only eternal vigilance on the part of everyone holds 
promise for control,” warned AMA president-elect 
E. Vincent Askey, M.D., second speaker on the 
panel. 


Physicians should serve on hospital infection 
committees to help set the pattern for the programs 
for prevention and control of infections, Dr. Askey 
said. They must enforce committee rules, and 
should set a good example to personnel by their 
own adherence to those rules. 


To avoid resentment against conscientious physi- 
cians who demand enforcement of rules, Dr. Askey 
suggested rotating medical-staff members through 
the position of ultimate authority. 
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(The following two abstracts were taken from pa- 
pers presented at the New England Hospital As- 
sembly, Boston, March 23-25.) 


Control of Infections 





Lack of Tests for Virulence, 
Resistance Hampers Progress 


At the present time, postoperative and _post- 
delivery infection rate is normal — as we know it. 
Normal, of course, should be zero, but that is not 
the case; we base our so-called normal figure on 
the lowest rate. 

In considering the problem of infection, we 
must recognize two forms: the endemic, and epi- 
demic. The latter is produced by only a few 
strains of this organism as far as we know, is most 
traumatic in nurseries, and can usually be tracked 
down to one source (provided it is one strain), 
which usually turns out to be a person who is a 
heavy carrier and is affected with a sore finger, a 
boil, or similar outbreak. 

Endemic is a different matter; it often involves 
several strains, and is the infection which most 
concerns us. 


This indicates the need for followup. Many 
hospitals are doing this on mothers and babies, 
using a casual phone call which will give the in- 
formation without alarming the family. 





In our hospital we did a review of all hernia 
cases in the last 21 years, found an up-and-down 
infection trend, and discovered that 48 percent 
suffering infection were not discovered until they 
returned to the clinic for treatment. 


Another problem is that we have no test for the 
virulence of a strain, and no test for resistance or 
immunity. We do know the measurement of anti- 
biotic resistance, and it is not heartening knowl- 
edge. In the same category is the knowledge that 
80 percent of infections acquired in hospitals is 
staphylococcus, which is resistant to all antibiotics 
used in the hospital, and extremely difficult to treat. 


Another complication is that patients are prob- 
ably a bit more susceptible to infection. We have a 
larger number of older patients, and longer opera- 
tions. We have more patients and more staff per- 
sonnel, which means more human contact. 


Here are three steps the AHA committee recom- 
mends as absolutely basic and essential: 1) meticu- 
lous aseptic technic, tightening of isolation, clean- 
liness; 2) reservation of some antibiotic to be used 
in the case of staph only; and 3) intense, continu- 
ing, and permanent education of staff and person- 
nel. Staph is ubiquitous throughout the world, 
and will probably never disappear, despite our 
recurring false hopes that we have it countered. 
And we cannot forget that plenty of other infections 
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besides staph will always be around.—Dean 4A. 
Clark, M.D., general director, Massachusetts Gen- 
eral Hospital, Boston; chairman, Committee on 
Infections, AHA. 


Infection Data 





Over-Complex Reporting Forms 
Can Sabotage Research Results 


Reporting forms on the incidence of infections 
have become so complex that people won't take 
the time to fill them out, yet we can’t count on 
others to do our research. So, keep it simple. 


Here is how we handle it at our hospital in 
regard to surgical infections. There is a weekly 
meeting of house and visiting surgeons. Weekly 
reports of individual patients are used as the basis 
of discussions to decide whether a patient falls 
into category A, B, C, or D 

“A” represents a wound which was clean to 
start with, such as hernia or breast operation, and 
in which there is no excuse for a break in technic. 
“B” indicates a wound in which there is potential 
contamination, such as a gall bladder resection, 
but in which we expect healing without infection. 
“C” represents obligatory sepsis. “D' represents 
anything that does not involve an incision. 


We discuss and decide on the classification, which 
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involves a decision as to what constitutes an in- 
fection—which in turn demands complete simplicity 
and honesty. Major infections are those with sys- 
temic reaction and prolonged hospitalization, with 
spontaneous or induced pus drainage; minor in- 
fections are such things as stitch abscesses, which 
are localized and _ superficial. 


Try to set up a method in your hospital using 
existing procedure; i.e., utilize the daily report, 
and the nurse’s report which goes to the adminis- 
trator. Most hospitals make it a privilege of the 
nursing service to initiate the reporting of infec- 
tions. The nurse may err in including some cases, 
or potential cases, but at least she calls them to 
the attention of the infections committee. Work 
toward a card system, separate from patient rec- 
ords, with a blue card for patients, a white one 
for personnel. Only in the case of infected per- 
sons, of course, will a card be made out. 


Now, who is to analyze the data? It depends on 
who is interested, who will work in such a way as 
to spark the committee as a whole. The secret of 
effectiveness is to choose a genuinely interested 
person, and one who has the assistance of a secre- 
tary. 


The question has been asked if the setting up 
of an infections committee makes us vulnerable to 











legal suit. At our hospital, we've been keeping, 
and publishing, such records for 10 years without 
legal involvement, though there have been cases. 
I believe hospitals are in a better legal position 
if they show they are cognizant of the problem, 
and working on its control.—Chester W. Howe, 
M.D., Massachusetts Memorial Hospitals, Boston. 


(Abstract of a paper from the Tri-State Hospital 
Assembly, Chicago, April 27-29.) 


Fighting Staph 


Physical Plant Cleaner Than People, 
One Hospital Study Shows 


The onset of the problem of staphylococcal infec- 
tions in the hospital brought a rash of panaceas. 
We followed two general rules in deciding whether 
we would use any certain product: 

(1) We refused to accept any product if we did 
not know what it contained. 


(2) We were not satisfied that laboratory evi- 
dence that the product would kill bacteriological 
cultures was enough. 


We found one product, never offered to us in 
any container, that was superior to everything — 


“elbow grease.” You can’t beat good mechanical 
cleaning. 


We tried different substances on different sec- 
tions of the floor. We made cultures at that time, 
and took additional cultures from the same areas 
two hours later and again 24 hours later. 


The first study was made after a weekend, dur- 
ing which the corridors had not been subjected 
to heavy traffic. The bacteriological counts were not 
significantly high. But 24 hours later, after heavy 
trafic through the corridors, the increase in the 
cultures of some organisms was as high as 2,760 
percent! 


The manner in which we conduct ourselves as 
people is far more important than anything we 
use. We found that our physical plant was signifi- 
cantly cleaner than the people in it. 


We in the hospital are “sitting ducks,” in a sense, 
and it is important that we show the public that 
we are doing all we can to make the hospital as 
clean as possible. Germicidal soap dispensers in 
patients’ lavatories, for example, help to point 
up our efforts to combat infection. 


The housekeeper should let both medical staff 
and public know what she is doing and why. 
Somehow the local press should be informed of 
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the hygiene and sanitation measures which the 
hospital is taking through her department. She 
has to help destroy the panic which has been cre- 
ated.—Karl H. York, administrator, St. Luke’s Hos- 
pital, Racine, Wis. 


(The following abstract is taken from a paper pre- 
sented at the annual convention of the American 
Public Health Association in Atlantic City.) 


Proper Ventilation Reduces 
Airborne Bacteria Count in O.R. 


Until the invention of the air-centrifuge in 1933, 
scientific study of bacteria counts in the air was all 
but impossible. In 1941, the bacterial slit-sampler 
was developed, which could relate the time of 
appearance of contaminated particles in the air 
to events taking place in the room. 


Slit-sampler use in many hospitals has resulted 
in the knowledge that the air in general operating 
rooms is loaded with bacteria. In a 1955 study, a 
chest surgery unit was investigated which had a 
high rate of Staphylococcus aureus infection. A 
change in the ventilation system was tried, and the 
slit-sampler confirmed the fact that the bacterial 
count was definitely reduced. Sepsis frequency 
dropped from 11 percent of operations to about 
2 percent. 


250 





Before changing or replacing the ventilating 
system, efforts should be made to discover whether 
the present system can be made to do a proper job. 
In a situation where discipline is lax, the most 
elaborate system will not reduce the bacterial 
count as fast as haphazard technics will bring it up. 

The surgeon should insist that no unsterilized 
blankets are brought into the operating room, that 
no person in the room is wearing street clothes or 
regular uniforms under gowns, and that no person 
enters or leaves the operating room during surgery. 

In a full-sized dummy operating room built for 
the purpose, conventional ventilating methods have 
been studied. Pressurizing of the room has been 
studied; air put into the room by the intake fans 
is slightly more than the volume removed by the 
exhaust fans. This system results in a strong out- 
ward draft when a door is opened, preventing 
contamination of the air from sources outside the 
room. 


Three types of ventilation plants have been de- 
veloped for the more difficult job of removing 
organisms liberated inside the room. The first 
introduces air at the top of the room so that it 
mixes with air already in the room, keeping bac- 
terial count down by process of dilution. In the 
second type, clean air is introduced at the top, 
while contaminated air is removed at the bottom. 














rhe third aims a stream of clean air at the center 
of the room to prevent stagnation of contaminated 
air in the area immediately surrounding the pa- 
tient. — Robert Blowers, M.D., director, public 
health laboratory, Middlesbrough, Yorkshire, 
England. 


(Abstract of a paper from the annual convention 
of the Association of Western Hospitals, Salt Lake 
City, Utah, May 4-7.) 


A Factor of Safety 





Intelligent Laundry Handling 
Aids Infection Control 


The laundry is being located farther away from 
the nursing floors and the first problem in proper 
handling of linens is thus the transportation of 
relatively bacteria-free linen to the wards. 


It is essential that clean clothes carriers be used 
to transport clean linen. If possible, the mobile 
carrier exchange system should be used. It assures 
an adequate linen supply for each ward. Linen 
required for the patient is taken directly from the 
cart. Linen may be stored on the cart in the linen 
closet, or on the shelves if desired. Closets should 





be kept free of lint and dust. Personnel should 
not be allowed to rummage through the closets. 


The nurse in charge should be sure that all 
personnel handling linens are free of infection. 
She should emphasize frequent hand-washing and 
insist on proper isolation technic. 


Bed-making technics should be checked. Beds 
should be made by loosening sheets and covers 
from the bed and folding them over the top rather 
than flapping them through the air. Clean linen 
for one patient should not be placed on the bed 
of another. Furthermore, only the patient assigned 
to a particular bed should be allowed to sit or lie 
on that bed. 


Safe handling of soiled linens should include 
having a linen hamper close to the bedside. Bags 
of soiled linen should not be kept on the ward any 
longer than necessary. Frequent pickups are needed. 


It is doubtful whether there is any one best 
method of linen distribution that is applicable to 
every institution. The location of the laundry and 
the size and location of the linen closets must be 
considered.—Donna Dell, R.N., nursing supervisor, 
VA Hospital, Salt Lake City, Utah. 
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Environmental Sepsis Is 


Challenge to Sanitarians 





Sanitarians and public health engineers were in- 
vited into the arena of hospital sepsis at the twenty- 
third annual educational conference of the National 
Association of Sanitarians held at Miami Beach 
June 22-26. A selected portion of TOPICS’ report 
follows. 


The potential legal liability of hospitals was used 
by Walter S. Mangold, associate professor of public 
health, School of Public Health, University of 
California, Berkeley, as justification for the employ- 
ment of a sanitarian or public health engineer. 
He reminded the group that demands for a sterile 
environment in the food industry are rigid. The 
Food and Drug Administration polices the latter 
and because a sanitary engineer is employed, there 
are no claims of “willful negligence” filed against 
the industry. 


Present conditions in hospitals exist, he stated, 
because there is ignorance of the paths of trans- 
mission. There is not enough thorough self-inspec- 
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tion in hospitals. Physicians are engrossed in the 
wonders of medicine and surgery and do not have 
time to oversee the environmental problem. The 
administrator is unfairly blamed for the problem. 
While he should have over-all knowledge of the 
situation, his work life is too full of budgets and 
personnel problems to allow for a program of 
specific information. 

The solution to the problem is long overdue. 
Now is a good time to clean everything up and 
set realistic standards for hospital environments. 
Local health personnel are needed to inspect and 
act as consultants. Sanitarians and public health 
engineers are well qualified to do this since they 
have the experience necessary to instigate a control 
program and keep it going. The sanitarian is 
trained to deal with human beings and is accus- 
tomed to getting people to do things. Sanitation 
may cost money, but it also saves money. The 
large hospital can afford*a full-time sanitarian; 
small hospitals can group together to support one. 
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Allen, Henry F.: “Air Hygiene for 
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Vacuum cleaners are the sub- 
ject of much controversy in 
hospital housekeeping circles 
today. The questions —do 
they distribute more dust than 
they collect? do organisms 
multiply in the machine? — 
have not been conclusively 
answered. 


Rather than categorically 
condemn what might be a 
worthwhile hospital cleaning 
technic, the author did a de- 
tailed bacteriological and sta- 
tistical study of a vacuum 
cleaner, a canister model with 
3 filters, in use at his hospi- 
tal. New models furnished by 
the manufacturer and models 





Sepsis and Allied Subjects 


By Dorothy W. Errera, R.N. 


in daily use were tested. Aero- 
sols of suspended droplet 
nuclei or dustborne organ- 
isms were atomized at the 
intake for one to five min- 
utes. Specially constructed 
analytical samplers were run 
for 60 seconds. Filter mem- 
branes were then removed and 
transferred to culture media. 


Final data showed a very 
low degree of penetration by 
the bacteria of the machine’s 


filters. Penetration averaged 
0.31% when new primary 


filters were tested and was 
never more than 0.49% in a 
long series of tests. Once the 
filter was coated with dust, it 
prevented the penetration of 
more than 99.99% of the bac- 
teria. Even with a heavy load 





of dirt in the canister and a 
coat of dust on the primary 
filter, samples of exhaust air 
showed no organisms in 4.65 
cu. ft. of air sampled over a 
five-minute period. 


On the basis of this expe- 
rience and analysis, the author 
feels justified in making a 
qualified recommendation of 
the cleaner used in the study. 
The qualification concerns it- 
self with the disadvantages 
and potential hazards of emp- 
tying the unlined dust-collect- 
ing canister. 


Allen, Henry F.: “Air Hygiene for 
Hospitals. II. Efficiency of Fibrous 
Filters Against Staphylococcal 
Droplet Nuclei and Bacteria-Bear- 
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ing Dust,” /.4.M.A. 170:261 May 
16, 1959. 


Hospitals can be ventilated 
with clean air, and Dr. Allen 
has critically evaluated filters 
for ventilating systems. He ad- 
vises hospitals to reject installa- 
tion of any ventilation system 
whose filters do not retain at 
least 80 percent of atmospheric 
dust or its equivalent. 

He describes in detail the 
advantages and bacteriology of 
a deep-bed glass fiber filter pro- 
tected by a viscous material, or 
electronic prefiltering. There 
is little maintenance involved; 
the filters are disposable; easy 
to replace and retain dust dur- 


ing filter changes. 





Decker, H. M., Hoffman, R. K. and 
Wedum, A. G.: “Air Sampling and 
Other Control Technics in Study 
of Hospital Staphylococcal Infec- 
tion,” Am. J. Pub. Health 49:947, 
July, 1959. 
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In a letter to the editor, the 
authors point out that many 
technics familiar to their op- 
eration (U. S. Chemical Corps, 
Fort Detrick, Md.) are applica- 
ble in hospital situations, but 
apparently unfamiliar to those 
concerned. 


On the subject of air 
sampling, they point out that 
settling plates do not give any 
quantitative measurement . of 
the concentration of bacteria 
in air. A split sampler, which 
impacts air-borne bacteria on 
an agar plate, will determine 
the time of appearance and con- 
centration. 


Beta propiolactone, in their 
hands, is an effective agent for 
disinfecting contaminated are- 
as. It is superior to formalde- 
hyde because less exposure 
time is necessary. A ward, nurs- 
ery or operating room can be 
disinfected in 24 hours; a small- 
er area may be done in one 
or two hours. 


Forced ventilation after dis- 
infection is imperative in these 
areas because even a low con- 
centration of lactone in air is 
very irritating. Beta propio- 
lactone is non-corrosive, but if 
liquid lactone collects on var- 
nished or painted surfaces, the 
finish will soften and spoil. 


More detailed information 
on air sampling and de- 
contamination is available from 
Technical Development Labo- 
ratories, Communicable Disease 
Center, Public Health Service, 
P. O. Box 769, Savannah, Ga., 
Att.: Equipment Development 
Section. 


Kiser, Joseph C.; Hitchcock, Claude 
R.: “Comparative Studies with a 
New Plastic Surgical Mask,” Sur- 


gery 44:936, November, 1958. 


A moulded plastic mask is de- 
signed to deflect streams of 
expired air away from the 
operative field and out through 









side vents where filtering de- 
vices catch droplets. The edges 
of the mask are sealed to the 
skin of the face across the 
upper and lower margins with 
sponge rubber. It is comfort- 
able to wear for long proce- 
dures; it offers no hindrance 
to vision or mobility and per- 
mits safe conversation when 
teaching. Fogging is avoided. 
Pour plates of nutrient agar 
were held one foot from an 
unmasked nose and mouth 
during 5 minutes of active 
mouth breathing and a short 
cough. An average of 5 tests 
showed 300 plus colonies. The 
test was repeated with the sub- 
ject wearing a single, conven- 
tional, multilayered gauze 
mask for 30 minutes. The aver- 
age of 5 tests was 145 colonies. 
When two conventional masks 
were worn for 30 minutes, the 
average was 43 colonies. When 
the new mask was worn, the 
average was 1.2 colonies and 
these were attributed to fall- 


out from the surrounding air 
because it is impossible to 
breathe or cough through the 
mask. The efficiency of the 
filtering device was measured 
by holding pour plates 6” from 
each vent for 5 minutes each. 
The average was 5.8 colonies. 
The filters are disposable. 


Schwabacher, Herta, Salsbury, A. J., 
and Fincham: “Blankets and In- 
fection — Wool, Terylene or Cot- 
ton?” Lancet 2:709, October 4, 
1958. 


This study admits as a first prem- 
ise that treating woolen blank- 
ets with a quaternary ammonium 
compound will inhibit bacterial 
growth and minimize discharges 
of wool fluff. 


In two experiments, using air- 
borne counts as criteria, frequent 
cleaning of blankets, controlled 
use, and substitution of other 
blanketing materials for wool are 
documented. In the test ward, 





all blankets were washed on the 
patient's discharge; every patient 
admitted was furnished clean 
blankets; and ambulatory pa- 
tients were forbidden to use bed 
blankets in their meanderings. 
In the control ward, blankets 
were washed at the discretion of 
the ward sister, and only those 
from infected patients received 
routine terminal laundering. 


There was a consistently low 
bacterial count in the test ward, 
and only four percent recovery 
of Staphylococcus aureus, phage 
type 80, as opposed to a 27 per- 
cent recovery in the control ward. 


In the second experiment, 
Terylene, cotton, and wool 
blankets were considered. The 
first two were washed at 100°C.; 
the woolen blankets received the 
usual treatment with a germici- 
dal compound. In the time the 
cotton blankets were used (four 
weeks), there was no case of 
cross-infection, despite the admis- 
sion of a patient with multiple 
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staphylococci-caused lesions. The 
reduction of bacterial air counts 
when cotton blankets were in use 
was greater than when Terylene 
was used. 

The Terylene blankets shrank 
and were hard to the touch after 
20 washings. They also freed 
considerable dust and fluff into 
the air during bedmaking. 
Shrinkage in cotton blankets was 
10 percent. There was no deteri- 
oration after 50 washings, and 
no dust or lint problem during 
bedmaking. 

The patients ‘claimed equal 
comfort with cotton blankets and 
appreciated the freedom from 
the extra weight of wool. The 
authors suggest routine launder- 
ing of new cotton blankets to re- 
move inherent dust and to shrink 
the meshes to a closer weave 
which renders the fabric more 
pliable. 


Hughes, K. E. A.: “Bacteria and 
Letters to the Edi- 


Bedscreens.” 
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tor, Lancet 1:152, January 17, 
1959. 
In 1958, 250 cultures were 


made of “pull-round,” cotton 
cubicle curtains in a 14-bed 
general surgical ward. The 
sweep plate technic was used. 
In 134 (54 percent) of sam- 
ples, the Staphylococcus au- 
reus was isolated. 


On one occasion, steam-steri- 
lized curtains were put around 
the bed of a patient with a 
wound infected with a staph- 
ylococcus of a known phage 
type. In less than 24 hours, 
the same phage type of staph- 
ylococcus was isolated from 
the curtains in great numbers. 


Neff, Jack H., and Rosenthal, S. 
Leonard: “A Possible Means of 
Inadvertent Transmission of Infec- 
tion to Dental Patients.” J. Dent. 


Res. 36:932, December, 1957. 


In the course of treating a pa- 
tient, a dentist will commonly 
place his instruments on a glass 


bracket or table, adjust the 
light, and mark the patient’s 
dental chart or examination 
sheet. Disinfection of these 
areas between patients is not 
common, and the potential 
danger of infection from these 
sources was investigated. 

Smears and cultures of glass 
tables, metal light handles, and 
plastic ball-point pens were 
done at 15 and 30 minutes, 
one, two, three, and 16 hours. 
All 36 pens tested had more 
than one type of organism. 

Sixty-one percent grew out 
hemolytic Staphylococcus al- 
bus; 52.8 percent nonhemolytic 
Staphylococcus albus; 11 per- 
cent E. coli; 11 percent Pseu- 
domonas aeruginosa; 8 per- 
cent B. Subtilis; 16 percent 
Streptococcus viridans, and 11 
percent Staphylococcus aureus. 
Spirochetal forms isolated from 
a necrotizing gingivitis were 
found motile up to hours af- 
ter being transferred to the ta- 
ble and light handle. 














Admittedly, the likelihood 
of infections from these sources 
is not known, but the authors 
urge that since dentists work 
in a rich bacterial field and 
organisms were found viable 
up to three hours after con- 
tamination, some precautions 
are indicated to protect the 
many patients that are treated 
within this time interval. They 
suggest a vigorous rubbing of 
the headrest, chair arms, light 
handles, and bracket tables 
with sponges moistened in 
1:1000 benzalkonium chloride. 


Although it is not specifi- 
cally stated, one assumes com- 
plete immersion in the same 
solution is intended for the 
plastic pens used during an 
examination. 


Bate, J. G., and James, Ursula: 
“Salmonella Typhimurium Infec- 
tion Dust-Borne in a Children’s 
Ward.” Lancet 2:713, October 4, 


1958. 


An incredible series of outbreaks 
of S. typhimurium infection in a 
cubicle ward in a children’s hos- 
pital put the ward out of use for 
11 months. Beginning with the 
admission of a child with non- 
specific gastroenteritis, an epi- 
demic spread to include seven 
outbreaks in 11 months. 


Isolation technics were sound; 
stool cultures were routine on 
all admissions; and food han- 
dling in the main kitchen was 
good. The kitchen was subject 
to strict bacteriologic controls, 
and food was supplied to other 
wards which remained free of 
infection. 


After the first outbreak, the 
ward was emptied, cultured, 
scrubbed, and fumigated with 
formaldehyde. The plumbing 
was checked. Nursing and do- 
mestic staffs were examined, and 
no excreters were found. 


The only finding was salmonel- 
la in the meshes of the wicker 





basket of the weighing machine. 
This was enthusiastically _ re- 
placed with a model amenable 
to germicidal disinfection, and 
the ward was reopened. 


The first patient admitted was 
a child with bronchitis. Admit- 
ted with a negative stool culture, 
he had diarrhea three days later. 
Soon there was a second case. 
The routine of emptying, clean- 
ing, and searching was repeated. 
This time, one nurse was found 
to be a symptomless excreter. 


This frustrating sequence of 
events was repeated seven times. 
By this time, determination to 
find the cause led to giving pur- 
gatives to nurses involved in all 
the outbreaks, but they did not 
evolve as carriers, even with the 
drastic encouragement. 


Ward and contents were again 
attacked. Every item visible was 
sterilized by steam, fumigated 
with gaseous formaldehyde, or 
burned. Brooms, floor cloths, 
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and dusters were reduced to 
ashes. But the phoenix arose. 


Throughout the epidemics, 
house-cleaning technics had been 
investigated, and samples of soft 
broom sweeping had never grown 
salmonella. But a floor polisher 
with a vacuum dust bag, because 
it was not considered a vacuum 
cleaner, had never been emptied. 
One year after the beginning of 
trouble, its contents were cul- 
tured, and searchers were re- 
warded with a high concentrate 
of salmonella—phage type 2. The 
organisms were still viable after 
10 months! 


The ward was reopened. All 
sweeping was abandoned; vac- 
uum cleaners fitted with disposa- 
ble bags were installed. The floor 
polisher was modified to include 
a paper container. The ward 
has been open and in full use for 
a year with no infections re- 
ported to date. 


[It is interesting that on the 
second and third outbreaks, one 
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nurse, two orderlies, and two 
porters were found to be excre- 
ters. The sole duties of the port- 
ers were handling soiled linen.] 


Hitchcock, Claude R.; Harder, 
Helen; Panuska, Margaret; Collins, 
Mae; Helfman, Lillian, Migaki, 
Hoya; and Bascom, John: “Control 
of Surgical Infections in the Min- 
neapolis General Hospital. A 2- 
year study.” Surgery, 44:492, Sep- 


tember, 1958. 

Against the background of a 
large city hospital (111,000 
visits or admissions/year; 550- 
650 infections in the emergen- 
cy department/year) with all 
the inadequacies and disadvan- 
tages of old, poorly designed 
structures, a working infection 
committee individualized its 
approach to its infection prob- 
lem and was able to impres- 
sively improve the infection 
rate in clean wounds. Im- 
provement has continued and 
the current infection rate in 
clean surgical wounds is less 
than 2%. 


The committee, made up of 
the superintendent, the chief 
of surgery, a representative 
from medicine, the chief oper- 
ating room nurse and her as- 
sistant, a research bacteriology 
technician, the pathologist, the 
director of housekeeping and 
the chief engineer, surveyed 
the problem and concluded 
that infection was a hospital- 
wide problem. 

Studies of operating room 
functions, services and person- 
nel ruled out the operating 
room as the source — despite 
the fact that heavy environ- 
mental contamination resulted 
every time a patient with in- 
fection was treated, and de- 
spite the fact that the hospital 
is a teaching unit and a steady 
parade of medical students 
must be allowed in the rooms 
for teaching exposure. Proper 
gowning by. everyone in the 
operating room is a rule and 
“infractions of this rule are 
considered by the infection 








committee and appropriate ac- 
tion is taken.” 

It was assumed that patients 
were bringing staphylococci to 
the operating room on their 
skins and technics were modi- 
fied to render the skin as bac- 


infections are interesting. It 
was estimated that for 45 pa- 
tients, excess days in hospital 
totalled 2480. At an average 
per diem rate of $32.00, the 
annual cost was figured to be 
$79,000.00. 


to prevent contamination of 
the hands and bellows action 
of a flapping lid. A container 
13” x 13” x 21” is adequate 
to hold the accumulated trash 
for 12 hours in an average 
utility room. 


teria-free as possible before 
surgery. 


There is no leakage problem 
and no particular fire hazard. 
Twelve to 15 boxes can be 
stacked by a trash porter on 


Cadmus, Robert R.: ‘‘One-Use 
Waste Receptacles Minimize In- 
fection Spread,” Hospitals 32:83, 
December, 1958. 


Housekeeping on the wards 
was improved; floors were 


treated with bactericidal clean- 
ing agents; blankets were in- 
dividualized; cast cutters were 
terminally sterilized; dressing 
technics were organized and 
patients with infection were 
isolated whenever possible. 


Results added up to 4 clean 
wound infections (1 staphy- 
lococcal) in the 4-month pe- 
riod following infection com- 
mittee activities, contrasted 
with 41 clean wound infec- 
tions (32 staphylococcal) in 
the 8 months preceding or- 
ganization of the committee. 


The economics of hospital 


Paper liners in trash cans are 
not ideal. They have to be 
removed; they are often too 
full to allow tight closure; the 
air is contaminated as they 
are handled, and the trash 
cans need terminal cleaning 
anyway. 


A light, corrugated box has 
been designed which holds 
trash efficiently and minimizes 
handling. The box is deliv- 
ered flat, is easy to assemble. 
Top and bottom closures are 
self-locking. Hinged or remov- 
able tops have been eliminated 


a flat cart previously holding 
3 cans. Elevators used for 
transporting the cart to the 
incinerator are not exposed to 
contaminated trash. 

Forty have been used in a 
day at an estimated cost of 
$9.00. There are many factors 
of economy including 6 hours 
of porter time saved. 


Wentworth, Frederick H.; Miller, 
Adah L.; and Wentworth, Ber- 
tinna, B.: “Hospital-Acquired 
Staphylococcal Infection and the 
Community,” Public Health Rep. 
73:1092, December, 1958. 


An infant born during a nurs- 
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ery epidemic in 1954 was 
discharged home with a few 
blebs. Severe staphylococcal 
impetigo developed at home, 
and since then there has been 
practically no time when one 
or more of the five members 
in the family have not been 
infected. 


One child and the father 
were hospitalized for incision 
and drainage of abscesses; two 
other children and mother 
had incision and drainage as 
outpatients. The same type of 
staphylococcus has been iso- 
lated in the family 4 years 
later. A conservative estimate 
of the cost of infection and 
its treatment is in excess of 
$1,500. 


This is but one example of 
how hospital epidemics threat- 
en a community, and it un- 
derscores the importance of 
reporting infections that de- 
velop after hospital discharge. 
Organized community §facili- 


260 


ties for epidemiological and 
laboratory services and report- 
ing and analysis are urged. 


Wise, Robert I.; Sweeney, Francis 
J. Jv; Haupt, George J.; and 
Waddell, Mary Ann: “The En- 
vironmental Distribution of Staph- 
ylococci Aureus in an Operating 
Room Suite,” Annals of Surgery 
1949:30, January, 1959. 


The following figures are the 
results of studies undertaken 
to determine the presence and 
extent of staphylococcal con- 
tamination in the operating 
room and an effort to detect 
the source and mode of entry 
of pathological bacteria inte 
clean surgical wounds. The 
study covers 71 operations and 
1096 cultures. 


The highest percentage of 
coagulase positive staphylo- 
coccal nasal carriers (67) was 
found in the resident group 
that was most often concerned 
with dressing infected wounds. 
Forty-eight percent of 44 oper- 


ating room nurses were posi- 
tive nasal carriers. Four 
hundred eighty-one surgical 
gloves were cultured after sur- 
gery; 2% were sterile; staphy- 
lococci were found in 90% 
(14% coagulase positive). Ten 
percent of the gloves were 
torn or punctured. Other bac- 
teria were also isolated. The 
interesting feature here is that 
a different strain was found in 
the glove than was carried in 
the nares, suggesting to the 
authors that handwashing re- 
moves bacteria deposited on 
the skin of the hands from the 
nose, and bacteria in deeper 
structures of the skin are 
leached out while gloves are 
worn. 

From 64 wound-edge cul- 
tures taken at different times 
of operation: 8% sterile; 53% 
staphylococci, coagulase posi- 
tive 11%. In solution basins: 
rinse water for instruments in 
47 procedures, 36% sterile; 
staphylococci in 43%, 8% co- 
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agulase positive. In wound 
irrigation basins: before clos- 
ure in 54 cases, 20% sterile; 
59% with staphylococci, 17% 
coagulase positive. Glove pow- 
der in 44 procedures, average 
of 6 gm. in each sample: 80% 
sterile; 13% with staphylo- 
cocci, 7% coagulase positive. 
Paper sterility indicators from 
11 linen packs: 8 sterile; | 
with coagulase positive staphy- 
lococci; 1 with pseudomonas 
and 1 with gram negative ba- 
cilli. Many other miscellane- 
ous cultures are reported. A 
particularly interesting posi- 
tive culture was that of a 
rubber band on the instru- 
ment table which grew out the 
same type organisms as those 
found in the patient’s nose 
and in his infection site. The 
band had only been handled 
by the suture nurse. 

Open culture plates were 
placed as close to the field as 
possible in 69 procedures. 
Many were touched by in- 





struments or the _ surgeon’s 
gloves. Forty-three percent 
grew staphylococci. 


The number of people in a 
room during a procedure and 
the number of bacteria iso- 
lated are correlative. With 5 
people in the room, there were 
few colonies per plate. With 
30 people in the room, there 
were 200. The rise is propor- 
tionate and steady. 


Browne, A. F., Ryan, E. A., Glas- 
sow, F. J., Martin, C. J. and Shoul- 
dice, E. E.: “Staphylococcic Wound 
Infections. Study of Wound In- 
fections in Several Thousand Her- 
nia Cases,” J.4.M.A. 170:1274, July 
11, 1959. 


In a striking run-down of nasal 
carriers, ferreted out among a 
suspect surgical staff, one sur- 
geon was found to be associated 
with nine wound infections ‘in 
ten consecutive days. The au- 
thors warn that . . . “because 
of his proximity to the wound, 


a surgeon-carrier is more dan- 
gerous than a carrier elsewhere 
in the operating room.” 


Caplan, Harold: “Control of Cross- 
Infection by Formaldehyde Disin- 
fection of Blankets,” Lancet 1:1088 
May 23, 1959. 


A scourge of staphylococcal, 
Proteus vulgaris, and Pseudo- 
monas pyocyanea infections in 
surgical patients, and a 100 
percent infection rate in post- 
operative prostatectomies per- 
sisted even after a general over- 
hauling of aseptic and dressing 
technics. Blankets came under 
suspicion, and sweep plates of 
freshly laundered blankets re- 
vealed staphylococci coliforms 
and Pseudomonas pyocyanea. 
Formaldehyde disinfection of 
blankets was instituted. In the 
12 months following, there 
were five wound infections 
compared to 12 for the 12 
months preceding. Post-pros- 
tatectomy infections dropped 
from 100 percent to 25 percent, 
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and hospitalization for the lat- 
ter group was cut from 60 days 
to 20. 


A formaldehyde generator — 
a vessel containing 2.5 gal. of 
water and 2 pts. of formalde- 
hyde (20 percent) and a steam 
coil—is attached to the hos- 
pital autoclave. Steam is ad- 
mitted to the jacket at 20-30 
lbs. pressure. The formalde- 
hyde in the generator is heated 
until the gauge on the genera- 
tor registers 3 lb./sq. in. A 
vacuum of at least 15 in. of 
mercury is drawn in the auto- 
clave chamber; the generator 
tap is opened; the formalde- 
hyde vapor enters; the vacuum 
is released, and all blankets are 
exposed for 20 minutes. A sec- 
ond 15-in. vacuum is drawn to 
remove the odor. In 1,000 pa- 
tients, no case of dermatitis is 
reported. There is no shrink- 
ing, matting or felting of 
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blankets after 30 trips through 
the sterilizer, and new blankets 
lose their annoying fluff after 
two trips. 

The author feels the critical 
requirements for formaldehyde 
disinfection are met with ex- 
posure of the blankets to the 
low concentration of formalde- 
hyde vapor at 40-60°C. in a rel- 
ative humidity above 50 per- 
cent. 

The author estimates that ni- 
trofurantoin alone in the usual 
doses for 40 days for the 19 
prostatectomy patients who did 
not develop infections, would 
have cost approximately $560. 
The formaldehyde generator is 
approximately $406. 


Rountree, Phyllis M.; Beard, Mary 
A.: “Further Observations on In- 
fection with Phage Type 80 Staph 
in Australia,” Med. J. Austr. 2:789, 
December 13, 1958. 


A follow-up of an investigation 
of nasal carriers among the 
general population in a com- 
munity in Australia: 


November 1955 





51.5% carriers of staphylo- 
cocci 


25.7% penicillin - resistant 
strains 


4 carriers of 80/81 
December 1957 


Nasal cultures on 200 blood 
donors: 





41.5% carriers of staphylo- 
cocci 

22.99), penicillin - resistant 

7 carriers of 80/81 

2 carriers of 52/52A/80/81 


In a similar study in March, 
1954, there had been no car- 
riers of 80/81 among the group 
investigated. 








@ The “problem clinic,” a popular session at 
every national AORN congress, was divided at 
the 1958 congress into two meetings —one for 
small hospitals (15 to 75 beds) and one for aver- 
age and large hospitals. The following questions 
were taken from the session for small hospitals. 


PANEL: Elsie B. Cantwell, R.N., 
executive secretary, Bucks-Phila- 
dephia area, Pennsylvania State 
Nurses’ Association, moderator. 


John T. Murphy, M.D., surgical 
chief, Scranton (Pa.) State Hospi- 
tal. 


J. Earl Maharay, administrator, 
Memorial Hospital of Greene 
County, Catskill, N. Y. 


Lewis C. Hitchner, Jr., M.D., 
anesthesiologist, Crozer Hospital, 
Chester, Pa. 


Ruth Smith, R.N., director of 
nurses, Delaware County Hospital, 
Drexel Hill, Pa. 


Mrs. Julia Boyle, O.R.S., Oxford 
Hospital, Philadelphia. 


Q. What is the legal age in Penn- 


by EDITH DEE HALL,R.N. 


sylvania for cases requiring signed 
permission for surgery? Also, if a 
female is a minor, can the husband 
sign the permit, or must her par- 
ents sign it? 


MR. MAHARAY: The legal age is 
21. A husband may sign for his 
wife if she is under age; a parent 
must sign for a child under 21. 


Q. Should not residents and in- 
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terns have the same type of formal 
training in aseptic technic as re- 
quired of nursing personnel func- 
tioning in the operating room? If 
so, who should teach it? 


DR. MURPHY: All residents and 
interns in Scranton hospitals have 
the same training as do student 
nurses when they first go to the 
operating room. The operating- 
room supervisor is primarily re- 
sponsible for this training. By the 
way, we find that the incidence of 
infection in most of our hospitals 
is the highest during the months 
in which we get new interns and 
residents. 


Q. Do you think the administra- 
tor could control the admission of 
patients to keep a more balanced 
schedule of operations? 


MR. MAHARAY: I don’t see any 
reason why he shouldn't, if a prob- 
lem exists. When we had construc- 
tion under way, and lost eight beds 
to the construction program, we 
had to strictly control elective sur- 
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gery; in fact, we had to control 
elective admission of all kinds. 


Q. What is your opinion of hav- 
ing nonprofessional personnel— 
practical nurses and/or aides— 
scrubbing and taking call in the 
operating room? 


DR. MURPHY: I favor the use of 
nonprofessionals in the operating 
room. We have four boys who 
were trained as corpsmen in the 
services — three in the Navy and 
one in the Air Force. They also 
went through a course under our 
own O.R. supervisors. They make 
marvelous assistants, because they 
are stronger than the average 
nurse. 

They can count sponges as well 
as anybody else, and as technicians 
they assist just as well and perhaps 
better than most of the referring 
physicians. 


Q. What about putting them on 
call at night, if they're the only 
ones who will come out and take 
calls at night? 


DR. MURPHY: They take their 
turns. There is always an R.N. 
with them. That's a must. 


Q. What does your call system 
consist of? 

MR. MAHARAY: It’s customary 
in our hospital to give the operat- 
ing-room personnel additional fi- 
nancial compensation—$200 to $300 
a year more than they would re- 
ceive for general nursing duty - 
plus additional time off for vaca- 
tion time, for taking calls. We have 
three girls in the operating room. 
They take calls every third night 
and every third weekend. 

On the weekends they may come 
in if they have some work to do. 
If they don't, they may stav at 
home or anywhere they can _ be 
reached by telephone. 

MISS SMITH: We don’t particu- 
larly believe in a call system, and 
we don’t have it. We have, in our 
job analysis, outlined the work to 
be done in the operating room, 
and have redistributed the work so 
that it is to our convenience and 











for the patient’s good to have some- 
one on duty in the operating room 
at all times. Therefore, we have a 
nurse and an aide on duty at night. 


In small hospitals, it is only 
natural that a nurse is called upon 
to do things beyond her particular 
department assignment. Many cen- 
tral supply rooms are associated 
with the operating room. Much 
of the autoclaving, much of the 
supervision of housekeeping du- 
ties —checking various linens, 
cleaning instruments, checking on 
inventory — such duties can be per- 
formed at night. 


We feel that it’s fair to give the 
nurse a full-time appointment so 
that she can plan her time on an 
11-7 tour of duty, and be ready 
to meet any emergency. 

Q. Miss Smith, do you, as the di- 
rector of nurses in your institu- 
tion, consult the operating-room 
supervisor before hiring personnel 
for the operating room? 

MISS SMITH: In our hospital | 
do the initial interviewing and 


screening. Then I take the appli- 
cant on a tour of the hospital, 
ending up in the operating room. 
I introduce the applicant to the 
supervisor, and then I leave. 

The supervisor talks over the 
situation with the applicant. After 
the applicant has been told her 
hours of duty and her job assign- 
ment, and has a general under- 
standing of how she will function 
on the team, she comes down to 
the nursing office and tells me what 
she and the supervisor have agreed 
upon. Thus as a team we all know 
what our jobs are, and together we 
plan the care of the patient. 


Q. Who is responsible for staffing 
the recovery room? Do you feel 
this is part of the operating room? 
MISS SMITH: The recovery room 
should have its own staff. If the 
O.R. nurse’s schedule has been care- 
fully worked out, her time is util- 
ized for the eight hours she’s on 
duty. 


However, the 
nurse should know exactly 


recovery - room 
what 


technics are used in the operating 
room, so that she can understand 
her patients’ conditions. 


She should also be thoroughly 
instructed by the anesthesiologist, 
and not release any patient with- 
out his approval. 


Q. How about using practical 
nurses? Is it necessary to have an 
R. N. in the room to direct them? 
One scrubs and one circulates. 
DR. MURPHY: We always have 
an R.N. in the room at the same 
time. Every one of our rooms is 
supervised by a registered nurse. 
Q. Who is responsible for cancel- 
ing a case when the surgeon is late, 
and putting it at the end of the 
schedule? 


DR. MURPHY: Only one person — 
the O.R. supervisor! 

Q. Is it the supervisor’s respon- 
sibility then to notify the other 
people who are associated, say the 
other surgeon, and the anesthetist 
who might have to be called in 
from somewhere else? 
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DR. MURPHY: Yes. 


Q. In our hospital one of the 
operating-room nurses and the 
anesthetist take the cases back to 
the floor. An operating-room nurse 
tells the nurse who comes to take 
care of the patient exactly what 
was removed, and what procedures 
were carried out. This information 
is given verbally. 


We have been criticized by the 
doctors. They feel that it’s their 
place to tell the nurses what has 


been done to the patient. Do you 
feel that the doctors have any 
grounds for criticism, Dr. Murphy? 


DR. MURPHY: No 


Q. Why is it so often charged 
that O.R. nurses think of the pa- 
tient, not as a person, but as just 
another case on the operating- 
room table? I have been in oper- 
ating-room nursing for a number 
of years, and I thoroughly resent 
and disagree with this observation. 
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What is your opinion? 

A. I, too, take exception and 
would like to express my thoughts 
in detail. 


This criticism has been leveled 
against operating-room nurses not 
merely by thoughtless, uninformed 
persons but by others who teach 
nurses, write for them, and lecture 
to them. There is no proof, how- 
ever, that any of these persons has 
the ability to look into the mind 
of an O.R. nurse on the surgical 
team and find that she is not think- 
ing of her patient. 

Obviously the accusation is di- 
rected not at the nurse receiving 
the patient in the O.R. suite but 
at the one who is actually in the 
operating room serving as a mem- 
ber of the surgical team. For this 
reason my answer is in her defense. 


We are told that because we 
speak of “the appendectomy in 
room 111” we are not thinking of 
Mr. Johnson in room II] as a 
human being. Such a statement is 
ridiculous. With many operations 


on the schedule, it would be im- 
possible for every one of the many 
team members to know each pa- 
tient and remember his name. 

The fact that we refer to “the 
appendectomy” does not mean that 
we are forgetting the patient. We 
are simply using operating-room 
jargon which is a necessary tool 
in our daily routine. 

By and large, operating-room 
nurses are conscientious, dedicated 
people, or they would long since 
have found an occupation with less 
high tension. To say that we re- 
gard a patient as just another case 
is not only unkind but most unfair. 

The thought of the effect on the 
patient is behind all our prepara- 
tion for the operation. We are 
responsible not only for our own 
performance but for that of a long 
list of less prepared personnel who 
work in the department. This re- 
sponsibility entails hours of prepa- 
ration and constant vigilance. We 
check and re-check, supervise and 
teach, being ever mindful of the 
hazards at hand. 





We know that any breakdown in 
technic, equipment, or procedure 
may mean disaster to the patient. 
Because we emphasize the impor- 
tance of good technics, we are told 
that our thinking is technic-cen- 
tered rather than patient-centered. 
I am convinced that technic-cen- 
tered care and patient-centered 
care cannot be divorced if efficient 
operating-room nursing is to result. 


Nurses at the O.R. table-side 
watch for vital signs with a con- 
cern that is deep and sincere, so 


much so that many a silent prayer 
is uttered for the patient and for 
guidance to help us to measure up 
to the task before us and do what 
is expected of us. 


One must live the life of an 
operating-room nurse to under- 
stand how her mind functions and 
how she becomes a dedicated per- 
son. The strain of her complex 
duties is not tempered by the grate- 
ful remarks of those she serves. 
She, too, enjoys adding the per- 
sonal touch to allay the fears of a 


patient, but she is very often con- 
fronted with the barriers of infec- 
tion hazards, sedations, and her 
restriction to the sterile zone. 


Her concern with these things 
sliould not be interpreted to mean 
that she has not concentrated on 
the special needs of the individual. 
Just the opposite is true. No two 
operations are alike, and every 
good O.R. nurse is prepared for 
rare findings and unusual demands. 
This preparation results in efficient 
operating-room nursing and indi- 
vidual attention for each patient. 


As operating-room nurses we 
should learn to consider the source 
of disparaging remarks, and to 
realize that most of them are made 
by those who have little knowledge 
of what actually takes place in the 
minds and hearts of the members 
of a surgical team. 


We must and do find satisfaction 
and take pride in giving protection 
—a real contribution to the total 
care of the surgical patient. 

Q. Do you think a full operative 


schedule should be planned for 
Saturdays? 


A. No. I think it is better plan- 
ning to have only emergency sur- 
gery done on Saturdays. In most 
hospitals nurses and other person- 
nel work a five-day week. If only 
emergency surgery were performed 
on Saturday, the majority of the 
O.R. staff could be given Saturday 
and Sunday off. A more nearly 
complete staff would then be on 
duty during the week, and better 
service would result. 


Such a plan would also fit in 
better with normal operation of 
the laboratory, x-ray, and other 
departments which provide neces- 
sary services to the operating room. 

In hospitals which have not 
adopted the five-day week, it is also 
advantageous to have only emer- 
gency operations on Saturday. Usu- 
ally there is a shortage of profes- 
sional help, and there is need for 
one day to catch up with the many 
tasks which have had to be put 
aside for more important duties. 
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EDUCATIONAL MATERIAL SUITABLE FOR USE IN SCHOOLS OF NURSING 


MOTION PICTURE 


Sutures Since Lister 


A twenty-minute film showing the operating room of Lister’s day and many of the dramatic changes 
in O.R. technics which have occurred since that time. Pictures the making of catgut sutures, from 
sheep intestine to sterile tube. Black and white, 16 mm. with sound. 


LITERATURE 


Suture Handling Tips 


A six-page folder, illustrating the best methods of handling absorbable and nonabsorbable catgut in 
preparation for surgery. Gives the latest instructions for handling the Ethicon foil suture packet. 


Ethicon Manual of Surgical Knots 


Pictures methods of tying standard surgical knots and gives valuable information about operating 
room procedures. 


Ethicon Handbook of Sutures 


History and description of all suture materials now in use. Gives complete information on how to 
prepare and handle suture materials. 64 pages with illustrations. 








LITERATURE FOR OPERATING ROOM SUPERVISORS 


Ethicon Manual of Operative Procedures 
Pages of drawings illustrating steps in most standard surgical operations. 


New Surgical Procedures 
Eight-page folders, with large illustrations, demonstrating important newer surgical technics. 


The O.R. Yearbooks for 1958 and 1959 


Reprint collection of the past two years’ most valuable articles from the O.R. Section of Hospital 
Topics Magazine. 


For free copies write 


ETHICON, INC. 


Somerville, New Jersey 
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